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I 

STAND  UP  AND  BE  COUNTED 


The  most  urgent  problem  facing  the  medical 
profession  today  is  undoubtedly  the  malprac- 
tice crisis.  Not  only  is  it  one  of  the  top  concerns 
of  physicians  in  this  state,  but  many  in  our 
Society  have  valid  questions  regarding  mal- 
practice insurance  coverage  and  tort  reform- 
namely,  are  we  protected  by  the  fairest  of  laws 
possible,  and  do  we  have  the  best  possible 
insurance  coverage? 

To  this  end,  we  established  the  Blue  Ribbon 
Panel,  chaired  overall  by  Dr.  Ben  Corballis, 
with  Drs.  Martin  Gibbs,  James  B.  McCle- 
ments,  and  James  P.  Marvel,  Jr.,  as  respective 
county  chairmen,  and  gave  them  one  mission: 
that  the  questions  of  adequacy  of  current  mal- 
practice laws,  insurance  availability,  and  pric- 
ing, the  questions  of  captive  insurance  cover- 
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age  versus  our  presently  sponsored  program, 
JUAs,  and  so  forth  be  answered  once  and  for 
all.  The  Panel  is  to  report  its  findings  to  the 
Board  of  Trustees  of  the  Medical  Society  of 
Delaware  no  later  than  March  15,  1987,  less 
than  two  months  away. 

The  committee,  comprised  of  13  Delaware 
physicians,  has  not  taken  their  duties  lightly. 
An  organizational  meeting  was  held  December 
9, 1986,  and  by  December  11,  a letter  had  gone 
out  to  the  entire  Medical  Society  of  Delaware 
membership  informing  them  of  the  formation 
of  the  Blue  Ribbon  Panel.  A more  detailed  let- 
ter which  outlined  the  three  facets  of  the  mal- 
practice crisis  on  which  the  committee  will 
focus,  a brief  questionnaire  concerning  the 
individual  physician’s  experience  with  mal- 
practice, and  the  Delaware  insurance  code 
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were  sent  to  the  membership  on  December  16. 
As  this  issue  of  the  Journal  goes  to  press,  475 
questionnaires  have  been  returned. 

On  January  7,  1987,  a second  meeting  was 
held  at  the  Delaware  Academy  of  Medicine,  to 
which  three  PHICO  executives  were  invited  to 
speak  on  specific  questions  regarding  PHI- 
CO’s  future  plans  for  Delaware,  their  opinion 
of  Delaware  malpractice  laws,  and  what  may 
happen  to  the  price  and  availability  of  liability 
insurance  in  this  state. 

Still  ahead  are  open  hearings  to  be  held  in 
each  county  for  all  physicians,  meetings  with 
Delaware’s  insurance  commissioner,  defense 
lawyers  and  representatives  from  several  cap- 
tive insurance  companies,  dissemienation  of 
the  information  from  the  questionnaires,  and 
finally,  bringing  everything  together  into  a 
logical  whole  in  the  Panel’s  formal  report  to 
the  Board  of  Trustees  of  their  findings  and 
recommendations  concerning  the  malpractice 
insurance  situation. 


Dr.  Corballis  and  his  committee  have  sur- 
passed all  of  our  expectations  in  intensively 
delving  into  the  nuances  and  intricacies  of  this 
thorny  problem.  However,  they  cannot  be 
totally  successful  without  adequate  input  from 
the  membership  of  this  Society.  I urge  every 
one  of  you  to  take  the  time  to  communicate 
your  ideas  and  feelings  on  this  problem  to  your 
specialty  society  and  to  take  the  time  to  go  to 
the  open  hearings  for  physicians  in  each  of  the 
three  counties.  Your  input  can  make  a differ- 
ence in  the  Panel’s  report  to  the  Board  of  Trus- 
tees and  the  eventual  direction  that  the  Society 
takes. 

The  answers  to  the  questions  that  hamper 
our  daily  practice  of  medicine  are  still  ahead  of 
us,  but  we  are  finally  on  the  road  that  ulti- 
mately leads  to  their  solution. 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATtS  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
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CEREBRAL  VASCULAR  DISEASE:  UPDATE 


Peter  S.  Huang,  M.D. 


INTRODUCTION 

As  we  grow  older,  it  is  hoped  we  become 
wiser.  This  year  I certainly  feel  that  I should 
overcome  my  hesitancy  and  share  some  things 
I learned  from  my  recent  participation  in  “An 
Update  on  Cerebral  Vascular  Disease”  at 
London  University  Hospital  in  Western 
Ontario,  Canada. 

This  conference,  held  every  other  year,  aims 
at  updating  knowledge  in  cerebral  vascular 
disease--that  is,  stroke.  The  conference  was 
hosted  by  a prestigious  group  of  neuroscien- 
tists from  the  University  of  Western  Ontario, 
with  guests  from  all  over  the  world.  To  those 
who  are  interested  in  stroke  management,  the 
names  of  Henry  J.  Barnett,  Charles  G.  Drake, 
V.C.  Hachinski,  and  S.J.  Peerless  are  familiar. 
Philip  A.  Wolf  from  The  Framingham  Study; 
Michael  Welch,  a famous  neurophysiologic 

Dr.  Huang  is  a neurological  surgeon  practicing  in  Wilmington.  He  is 
currently  the  section  chief  of  neurosurgery  at  The  Medical  Center  of 
Delaware,  a consulting  neurosurgeon  at  St.  Francis  Hospital  in  Wilmington, 
and  a consulting  neurosurgeon  at  Milford  Memorial  Hospital.  Dr.  Huang  is 
also  Clinical  Associate  Professor  of  Neurosurgery  at  Thomas  Jefferson 
University  School  of  Medicine. 
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researcher;  Donald  Easton  from  San  Antonio; 
Brian  Chambers  from  Melbourne,  Australia; 
Jean  Orgogozo  from  France;  and  others,  were 
among  the  invited  guests. 

EPIDEMIOLOGY  OF  STROKE 

Mortality  from  stroke  in  the  United  States 
has  been  declining  since  death  data  became . 
available  in  1915.  The  1%  annual  decrease  in 
number  of  deaths  from  stroke  has  accelerated 
in  recent  years  to  5%,  with  a 45%  decrease  in 
deaths  attributed  to  stroke  between  1968  and 
1981.  This  decline  is  not  due  to  improvement  in 
short-  or  long-term  survival  of  stroke  patients, 
but  rather  to  a decline  in  the  incidence  of 
stroke.^  There  has  been  a striking  decrease  in 
the  incidence  of  “hypertensive”  intracerebral 
hemorrhage,^  a lesser  diminution  in  cerebral 
infarction,  and  a possible  small  decline  in 
spontaneous  subarachnoid  hemorrhage  due  to 
better  blood  pressure  control.^’  ^ 

A portion  of  the  strokes  caused  by  intra- 
cerebral hemorrhage  which  used  to  be 
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regarded  as  spontaneous,  non-hypertensive 
cerebral  hemorrhage,  is,  in  fact,  due  to  congo- 
philic  amyloid  angiopathy.  This  newly  de- 
scribed and  interesting  condition  has  also 
been  found  to  occur  in  hypertensive,  elderly, 
and  Alzheimer  victims.® 

PATHOPHYSIOLOGY  OF  STROKE 

The  pathophysiology  of  stroke  is  changing 
as  we  acquire  more  understanding  of  activities 
at  the  molecular  level.  A few  years  ago,  when 
cyclic  AMP  became  a hot  topic,  researchers 
attempted  to  explain  the  mechanism  of  irrever- 
sible neuronal  damage  by  linking  it  with  cyclic 
AMP,  blaming  the  damage  on  failure  of  the 
Na+  -K*  pump.  When  free  radicals  were 
identified  as  causing  damage  to  the  cellular 
membrane,  we  began  to  focus  on  the  neuronal 
cell  membrane.  Recently,  calcium  channel 
influx®  '^  has  become  the  hot  topic,  but  there 
seems  to  be  no  single  or  group  of  biochemical 
concepts  presently  able  to  explain  the  observed 
data  of  cellular  damage  in  stroke.® 

The  “ischemic  penumbra”  is  defined  as  the 
zone  of  non-functioning  but  viable  neurons 
surrounding  the  infarcted  area  of  the  brain. 
The  ischemic  penumbra  is  generally  believed 
to  exist.®  The  problem  is  how  long  it  lasts.  It  is 
an  area  of  importance  to  clinicians,  neurol- 
ogists, and  neurosurgeons  alike,  because  it  is 
the  area  we  need  to  rescue,  and  the  area  that 
forms  the  basis  for  future  functional  neurologic 
improvement. 

UPDATE  IN  NEURORADIOLOGY  FOR 
STROKE 

Ultrasound  is  used  early  in  the  diagnostic 
process  to  screen  patients  from  more  invasive 
testing,  and  for  the  follow-up  medical  manage- 
ment of  carotid  endarterectomies  and  known 
bifurcation  disease.  Other  than  for  these  pur- 
poses, the  use  of  ultrasound  is  not  indicated.® 

Intravenous  digital  subtraction  angio- 
graphy (IV  DSA)  of  the  extracranial  carotid 
arteries  is  an  effective  screening  procedure  for 
atherosclerotic  disease  in  cooperative  patients. 
The  procedure  is  invasive,  with  an  appreciable 
risk  (eg,  renal  failure,  allergic  reaction),  plus 
the  image  may  be  inadequate  for  surgical 
decision-making,  as  images  of  the  vertebro- 
basilar system  and  intracranial  vessels  are 
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often  suboptimal.^®  The  future  of  DSA  lies  with 
intra-arterial  applications  (lA  DSA)  because  it 
is  safer,  faster  as  compared  to  conventional 
arteriogram,  and  cheaper,  because  it  can  be 
done  as  an  out-patient  procedure. 

Magnetic  resonance  imaging  (MRI)  is 
usually  more  sensitive  then  the  CT  Scan  for 
the  demonstration  of  brain  infarcts.  However, 
interpretation  of  MRI  requires  further  clinical 
feedback.  Unlike  the  CT  Scan,  which  has  only 
one  parameter  to  determine  the  image,  the 
MRI  has  three  parameters  and  can  produce 
three  different  types  of  images  while  using 
different  nuclear  magnetic  resonance  (MNR)  pulse 
sequences  to  improve  the  image  contrast.  In 
the  forseeable  future,  MRI  will  improve 
diagnoses  in  cerebral  vascular  disease,  but 
will  not  totally  replace  the  CT  Scan. 

EXTRACRANIAL-INTRACRANIAL  (EC-IC) 
BYPASS  STUDY  RESULTS 

The  international  cooperative  study  of 
microvascular  bypass  for  the  prevention  of 
stroke  has  yielded  negative  results.  This  was  a 
randomized  clinical  trial  that  has  been  carried 
out  by  neurosurgeons  around  the  world  since 
1977  to  test  the  therapeutic  value  of  a surgical 
procedure.  Patients  who  presented  with  tran- 
sient ischemic  attacks  and  whose  cerebral 
arteriogram  demonstrated  an  inaccessible 
lesion  (such  as  very  high  carotid  stenosis, 
occlusion  of  internal  carotid  artery,  or  occlu- 
sion stenosis  of  intracranial  arteries)  were  ran- 
domly placed  into  two  therapeutic  groups.  One 
group  was  treated  medically  with  antiplatelet 
therapy,  while  the  other  was  treated  surgically 
with  EC)-IC  bypass. The  end  point  of  the 
study  was  stroke;  patients  were  followed  for  60 
months  from  the  date  of  entry.  To  be  statis- 
tically sound,  a total  of  1377  patients  was 
included,  of  which  52%  (714  patients)  were 
treated  medically  and  48%  (663  patients)  were 
treated  surgically.  It  is  concluded  that  EC-IC 
bypass  surgery  does  not  reduce  the  risk  of 
stroke. 

The  investigation  then  considered  whether 
there  might  be  a sub-group  that  could  benefit 
from  the  surgical  treatment,  such  as  those 
patients  whose  bypass  graft  irrigated  all  the 
middle  cerebral  arterial  branches;  the  results 
are  still  disappointing. 
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The  details  of  the  causes  of  ECTC  failure  are 
still  being  studied.  It  was  speculated  that 
changing  intracranial  hemodynamics  may 
have  caused  the  subsequent  strokes  (by  stump 
emboli,  or  thrombosis  of  lentriculo-striate 
vessel).  Recently,  some  microvascular  neuro- 
surgeons have  proposed  using  neuro- 
psychological testing,  intellectual  scoring,  and 
motor  skills  performance  to  reevaluate  the  true 
merit  of  EC-IC  bypass  surgery. 

INTERNATIONAL  COOPERATIVE  STUDY  OF 
ANEURYSM  SURGERY 

For  many  years  it  has  been  believed  that 
peak  rebleeding  after  the  first  subarachnoid 
hemorrhage  from  a ruptured  aneurysm  hap- 
pens around  the  seventh  to  tenth  day.^^  This 
opinion  was  derived  from  the  original  cooper- 
ative aneurysmal  subarachnoid  hemorrhage 
study  done  in  early  1960.  Most  neurosurgeons, 
therefore,  prefer  to  delay  surgery,  as  the  brain 
becomes  “tight”  immediately  following  the 
initial  subarachnoid  hemorrhage,  and  there  is 
little  room  for  retraction.  Forceful  manipu- 
lation historically  has  caused  high  morbidity 
and  mortality.  However,  after  the  introduction 
of  microsurgical  techniques  and  newly  de- 
signed clips,  some  observers  (especially  Japa- 
nese neurosurgeons),  mindful  of  the  past  when 
too  many  patients  died  waiting  for  surgery, 
have  attempted  earlier  surgery  in  Grade  I or  II 
(clear  mental  status)  patients,  and  found  they 
obtained  impressively  good  results. 

A new  international  study  has  been  designed 
to  see  if  it  is  true  that  microneurosurgical 
techniques  do  make  early  surgery  safer  than 
before.  This  study  is  not  a randomized  clinical 
trial,  but  rather  a prospective  study  with 
participation  by  68  neurosurgical  centers  in  15 
nations.  The  selection  of  patients  is  according 
to  Boterel’s  classification.  A total  of  3521 
patients  have  already  been  admitted  for  study; 
2922  patients  (83%)  had  operations.  Early 
surgery  is  done  within  three  days  after  subarach- 
noid hemorrhage;  delayed  surgery  is  per- 
formed between  seven  and  14  days  after  the 
initial  episode.  In  the  study,  1595  patients  were 
classified  as  having  early  surgery  and  1095 
patients  had  delayed  surgery.  As  expected,  the 
delayed  surgery  group  was  found  to  have  twice 


as  much  rebleeding  (13%).  The  overall  mor- 
tality rate  was  24%,  which  was  not  signifi- 
cantly different  from  the  20%  in  the  early 
surgery  group.  Both  groups  shared  equally  a 
post-operative  neurological  deficit  of  8%. 

In  summary,  this  international  cooperative 
study  shows  our  contemporary  microsurgical 
management  of  aneurysmal  subarachnoid 
bleeding  has  a 58%  chance  of  good  recovery, 
and  early  surgery  reduces  the  rebleeding  rate 
but  without  significant  reduction  in  mortality. 
The  spin-off  from  this  study,  however,  is  worth 
mentioning.  An  observation  gained  from  CT 
Scan  contradicts  our  previous  belief  that  peak 
rebleeding  is  between  seven  and  ten  days. 
Instead,  it  is  in  the  first  24  hours. 

HEART  DISEASE  AND  STROKE 

Some  preventable  strokes  from  heart  disease 
were  re-emphasized.  Heart  disease  is  second 
only  to  hypertension  in  importance  as  a risk 
factor  for  brain  infarction. 

Atrial  fibrillation  is  associated  with  a six- 
fold increased  risk  of  stroke;  most  of  the  strokes 
probably  arise  from  a left  atrial  thrombus. As 
our  elderly  population  increases,  this  condition 
will  become  more  significant  as  a cause  of 
stroke.  Atrial  fibrillation  is  present  in  4%  of 
Americans  aged  55  to  64,  increases  to  8%  in  the 
65  to  74  age  bracket,  and  to  13%  in  those  aged 
75  to  84.15 

Mitral  valve  prolapse  (MVP)  as  a cause  of 
stroke  cannot  be  ignored,  i®  It  is  now  estimated 
that  there  is  a 5-6%  incidence  of  MVP  in  the 
general  population.  If  the  overall  stroke 
incidence  in  the  population  is  3/100,000,  as  our 
latest  statistics  show,  we  should  expect  about 
1/6000  per  year  of  stroke  due  to  mitral  valve 
disease.  In  fact,  MVP  is  the  most  common 
cause  of  stroke  in  young  patients. 

Of  all  patients  with  transient  global 
amnesia,  24.5%  had  MVP,  while  a controlled 
matched  population  had  only  7.5%.  This 
suggests  that  it  may  be  embolic  in  origin. 

CONCLUSION 

The  conference  produced  convincing  evi- 
dence that  the  study  of  cerebral  vascular 
disease  is  continuing  to  evolve,  and  its  therapy 
improving. 
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PNEUMOCOCCAL  VACCINE  FAILURE  IN  A CHILD 
WITH  SICKLE-CELL  DISEASE:  A CASE  REPORT 


Ricardo  Castro,  M.D. 
Vincent  DelDuca,  M.D. 


INTRODUCTION 

Polyvalent  pneumococcal  vaccine  prevents 
severe  infections  such  as  meningitis  or  sepsis 
due  to  pneumococci.  The  vaccine  has  been 
found  safe  and  effective  for  use  in  adults, ^ and 
is  recommended  for  use  in  children  who  have 
an  increased  risk  of  developing  severe  pneumo- 
coccal infections. This  group  includes  chil- 
dren who  are  immunologically  impaired  due  to 
Hodgkin’s  disease,  congenital  acquired 
immunodeficiency,  splenic  dysfunction,  sickle- 
cell disease,  and  patients  who  have  had 
splenectomy  or  organ  transplantation. 

Children  with  sickle-cell  disease  who  have 
received  this  vaccine  have  usually  been  pro- 
tected against  systemic  pneumococcal  infec- 
tion.^ In  two  previous  reports,^’^  three  children 
suffering  from  sickle-cell  disease  who  had  been 
previously  immunized  with  14  valent 
pneumococcal  vaccine  developed  systemic 
pneumococcal  infection.  We  are  presenting  the 
fourth  case  of  such  failure  in  a child  with 
sickle-cell  disease. 

Dr.  Castro  is  a pediatrician  practicing  in  Newark.  He  is  an  Associate  in  the 
Department  of  Pediatrics,  The  Medical  Center  of  Delaware. 

Dr.  DelDuca  is  a clinical  hematologist  practicing  in  Wilmington.  He  is  a 
Senior  in  the  Section  of  Hematology  at  The  Medical  Center  of  Delaware,  and 
a Clinical  Associate  Professor  of  Medicine  at  Jefferson  Medical  College. 


A CASE  REPORT 

A black  male  child  known  since  the  age  of 
six  months  to  have  sickle-cell  disease  was 
given  polyvalent  pneumococcal  vaccine  (14 
valent;  Merck,  Sharp  & Dohme)  at  the  age  of 
four.  Nine  months  later  he  developed  a febrile 
illness  and  was  hospitalized  with  a history  of 
two  days  of  cough,  high  fever,  and  decreased 
appetite.  On  admission,  his  temperature  was 
40.1°C.  The  boy’s  pulse  was  120/min,  respir- 
ations were  34/min,  and  blood  pressure  was 
110/70.  His  weight  was  17  kg  and  his  length 
was  43  inches.  The  only  abnormal  findings 
were  crepitant  rales  in  the  upper  left  portion  of 
the  chest,  a grade  H/VI  systolic  ejection 
murmur,  and  mildly  icteric  conjunctivae. 

Laboratory  reports  included  WBC  of  47,500 
with  80%  polys,  5%  bands,  9%  lymphocytes, 
and  6%  monocytes.  Hemoglobin  was  6.2  gms 
(reticulocytes  were  22.4%);  his  red  blood  count 
was  1.9  million.  The  blood  smear  showed 
Howell  bodies,  basophilic  stippling,  clumped 
cells,  and  10%  sickle  cells.  Hemoglobin  electro- 
phoresis showed  an  SS  pattern.  Sedimentation 
rate  was  7.5  mm.  Total  bilirubin  was  3.4 
mg/dl.  Serum  electrolytes,  urinalysis,  BUN, 
creatinine,  immunoglobins,  and  C3  comple- 
ment were  normal. 
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Pneumococcal  Vaccine  Failure — Castro 


Chest  x-ray  showed  left  upper  lohe  pneu- 
monia. The  hlood  culture  grew  streptococcus 
pneumoniae  type  19. 

The  boy  was  treated  with  IV  antibiotics, 
recovered  completely,  and  was  discharged  on 
prophylactic  penicillin. 

DISCUSSION 

The  annual  incidence  of  pneumococcal 
meningitis  is  1.5  to  2.5  per  100,000  population. 
One-half  of  the  cases  occur  in  children,  with  a 
fatality  rate  as  high  as  40%.  Children  with 
sickle-cell  disease  have  been  estimated  to  have 
a risk  600  times  greater  of  developing  pneumo- 
coccal meningitis  than  normal  children. 

In  1979,  Overturf  reported  the  death,  due  to 
pneumococcal  septicemia,  of  a three  year  old 
boy  with  sickle-cell  disease  who,  71  days  ear- 
lier, had  received  14  valent  pneumococcal 
vaccine.^  His  blood  culture  grew  streptococcus 
pneumoniae  type  6.  In  the  same  year, 
Ahoukhai  reported  two  children  with  sickle- 
cell disease  who  developed  severe  pneumo- 
coccal infection  after  receiving  the  14  valent 
pneumococcal  vaccine."*  The  first  patient  was  a 
five  year  old  boy  who  developed  sepsis  due  to 
streptococcus  pneumoniae  type  6B  six  months 
after  receiving  the  vaccine.  The  second  patient 
was  a two  year  old  girl  who  developed  sepsis 
and  meningitis  due  to  streptococcus  pneu- 
moniae type  6A  four  months  after  being 
immunized.  Both  patients  recovered.  All  pre- 
viously reported  failures  have  been  with  type  6 
pneumococci  which  has  been  found  a weak 
antigen  in  children.®  Our  patient  is  the  first 
reported  failure  due  to  type  19  pneumococci,  a 
polysaccharide  present  in  the  vaccine;  poor 
antibody  response  to  immunization  has  been 
found  with  this  type  of  pneumococcus.^ 

After  six  months  of  age,  children  with  sickle- 
cell disease  develop  functional  asplenia  and, 
due  to  the  waning  of  maternal  antibody  concen- 
tration, are  at  risk  of  developing  pneumococcal 
infections.  After  the  age  of  six,  this  risk 
decreases. 

Prevention  of  pneumococcal  disease  in 
patients  who  are  homozygous  for  sickle-cell 
disease  should  include  penicillin  prophylaxis 
from  age  six  months  to  six  years,  and  poly- 
valent pneumococcal  vaccine  should  be  given 
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at  two  years  of  age.  It  is  not  clear  whether  there 
is  benefit  from  revaccination.  Whenever  these 
children  develop  febrile  episodes,  they  should 
be  treated  aggressively  with  antibiotics. 

At  the  present  time,  the  previous  14  valent 
pneumococcal  vaccine  has  been  replaced  by 
the  new  Pneumovax  23  (Merck,  Sharp  & 
Dohme),  which  contain  polysaccharides  for  23 
instead  of  14  pneumococcal  types.  Each  dose  of 
this  vaccine  contains  25  mg  of  each  polysac- 
charide antigen  instead  of  the  50  mg  in  the  14 
valent  vaccine,  but  is  supposed  to  be  equally 
protective. 
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MEDICAL  CLASSICS 


PECTORIS  DOLOR,  BY  WILLIAM  HEBERDEN,  SR. 


Richard  F.  Gordon,  M.D. 


“There  is  a disorder  in  the  breast,  marked 
with  strong  and  peculiar  symptoms,  consider- 
able for  the  kind  of  danger  belonging  to  it,  and 
not  extremely  rare,  of  which  I do  not  recollect 
any  mention  among  medical  authors.  The  seat 
of  it,  and  sense  of  strangling  and  anxiety  with 
which  it  is  attended,  may  make  it  not  improp- 
erly called  Angina  pectoris. 

“Those,  who  are  afflicted  with  it,  are  seized 
while  they  are  walking,  and  more  particularly 
when  they  walk  soon  after  eating,  with  a 
painful  and  most  disagreeable  sensation  in  the 
breast,  which  seems  as  if  it  would  take  their  life 
away,  if  it  were  to  increase  or  to  continue:  the 
moment  they  stand  still,  all  this  uneasiness 
vanishes.  In  all  other  respects,  the  patients  are 
at  the  beginning  of  this  disorder  perfectly  well, 
and  in  particular  have  no  shortness  of  breath, 
from  which  it  is  totally  different. 

“After  it  has  continued  some  months,  it  will 
not  cease  so  instantaneously  upon  standing 
still;  and  it  will  come  on,  not  only  when  the 

Dr.  Gordon  is  a cardiologist  practicing  in  Wilmington.  He  is  director  of  the 
Non-In  vasive  Lab  at  The  Medical  Center  of  Delaware,  and  is  on  the  staff  at 
St.  Francis  Hospital. 


persons  are  walking,  but  when  they  are  lying 
down,  and  oblige  them  to  rise  up  out  of  their 
beds  every  night  for  many  months  together: 
and  in  one  or  two  inveterate  cases  it  has  been 
brought  on  by  the  motion  of  a horse  or  a 
carriage,  and  even  by  swallowing,  coughing, 
going  to  stool  or  speaking,  or  any  disturbance 
of  mind.  I have  heard  one,  and  only  one 
person,  say,  that  he  had  known  it  attack  him, 
while  he  was  up  and  standing  still  or  sitting. 
But  most,  whom  I have  seen,  have  been 
perfectly  unaffected  with  riding  in  any 
manner,  with  speaking,  swallowing,  laughing, 
sneezing,  or  vomiting.  One  has  told  me,  that 
this  complaint  was  greatest  in  winter;  another, 
that  it  was  aggravated  by  warm  weather;  in 
the  rest  the  seasons  were  not  suspected  of 
making  any  difference. 

“I  have  observed  something  like  this  affec- 
tion of  the  breast  in  one  woman  who  was 
paralytic,  and  have  heard  one  or  two  young 
men  complain  of  it  in  a slight  degree;  but  all 
the  rest,  whom  I have  seen,  who  are  at  least 
twenty,  were  men,  and  almost  all  above  fifty 
years  old,  and  most  of  them  with  a short  neck, 
and  inclining  to  be  fat.  . . 
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Pectoris  Dolor — Gordon 


“The  os  sterni  is  usually  pointed  to  as  the 
seat  of  this  malady,  but  it  seems  sometimes  as 
if  it  was  under  the  lower  part  of  it,  and  at  other 
times  under  the  middle  or  upper  part,  but 
always  inclining  more  to  the  left  side,  and 
sometimes  there  is  joined  with  it  a pain  about 
the  middle  of  the  left  arm.  What  the  particular 
mischief  is,  which  is  referred  to  these  different 
parts  of  the  sternum,  it  is  not  easy  to  guess,  and 
I have  had  no  opportunity  of  knowing  with 
certainty.  It  may  be  a strong  cramp,  or  an 
ulcer,  or  possibly  both-  . . 

“Time  and  attention  will  undoubtedly  dis- 
cover more  helps  against  this  seizing  and 
dangerous  ailment;  but  it  is  not  to  be  expected, 
that  much  can  have  been  done  towards  estab- 
lishing the  method  of  cure  for  a distemper 
hitherto  so  unnoticed,  that  it  has  not  yet,  so  far 
as  I know,  found  a place  or  a name  in  the 
history  of  diseases.”^ 

^ ^ ^ 

This  description  by  William  Heberden  (1710- 
1801)  of  “Pectoris  Dolor,”  read  to  the  Royal 
College  of  Physicians  and  also  published  in 
his  famous  Commentaries  on  the  History  and 
Cure  of  Diseases,^  in  1772  rates  as  one  of  the 
great  classics  in  medical  history.  The  fame 
and  honor  that  Heberden  received  is  especially 
remarkable,  since  the  etiology  of  the  illness 
was  unknown  to  him.  It  required  the  work  and 
writings  of  other  famous  British  contem- 
poraries such  as  John  Fothergill  (1712-1780), 
Caleb  Hiller  Parry  (1755-1822),  and  Edward 
Jenner  (1749-1823),  to  suggest  that  this  type  of 
pain  originated  from  occlusion  of  coronary 
arteries.^  It  was  in  fact,  Jenner  (of  smallpox 
fame),  who  performed  the  autopsy  on  the  great 
British  pathologist  and  surgeon,  John  Hunter, 
in  1793.  Jenner  found  extensively  ossified 
coronary  arteries  in  the  heart  of  his  master 
and  friend,  as  he  had  confidently  predicted  he 
would.  Hunter’s  classic  description  of  his  own 
angina  pectoris,  as  detailed  to  his  brother-in- 
law,  Sir  Everand  Home,  is  included  in  “A 
Treatise  on  the  Blood,  Inflammation,  and 
Gun-shot  Wounds,”  published  in  1794. 

Despite  the  fact  that  Herberden  lacked  his 
colleagues’  insight  into  the  cause  of  angina, 
his  remarkable  clinical  picture  was  so  accu- 
rate, clear,  and  concise,  that  it  cannot  be 
improved  upon,  even  today.  While  other 
isolated  and  imperfectly  reported  cases  are 
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scattered  through  the  literature  that  antedates 
his  communication,  eg.  Memoirs  of  the  Earl  of 
Clarendon  in  1632,  Morgagni  in  1707,  Dr. 
Rougnon  of  Besancon  in  1768,-  Herberden  is 
justly  credited  with  the  discovery  of  this 
condition. 

But  it  would  do  Heberden  an  injustice  to 
suggest  that  his  treatise  on  angina  pectoris 
was  an  isolated  accomplishment  in  an  other- 
wise pedestrian  life  and  medical  career.  He  is 
also  renowned  for  his  notation  on  the  nodules 
in  the  fingers  which  occur  in  arthritis  defor- 
mans (Heberden’s  nodes).^  Furthermore,  he 
had  an  extensive  medical  practice  where  he 
displayed  the  modern  attitude  of  first  studying 
the  patient  as  an  individual  and  later  rele- 
gating his  illness  to  its  proper  place  in  the 
classification  of  disease.^ 

In  addition  to  this,  Heberden  was  known  as 
one  of  the  great  intellects  of  his  time.  A 
Cambridge  graduate  of  superior  attainments, 
he  was  esteemed  as  a fine  Greek  and  Hebrew 
scholar.^  According  to  a note  by  Nichols  in 
Boswell’s  Life  of  Johnson,  Dr.  Johnson  once 
called  Heberden,  “Dr.  Heberden,  ultimum 
Romanorum,  the  last  of  our  learned  physi- 
cians.”^ Among  his  friends  and  colleagues 
were  John  and  William  Hunter,  Jenner,  and 
Withering  of  Foxglove  fame.^  He  also,  interest- 
ingly, was  acquainted  with  Benjamin  Frank- 
lin, who  in  1759  induced  him  to  publish  for  the 
American  colonies  a most  interesting  pamph- 
let giving  instructions  for  inoculation  for  the 
prevention  of  smallpox.  James  Herrick  in  his 
wonderful  book,  A Short  History  of  Cardio- 
logy^ mentions  their  relationship: 

It  is  interesting  to  picture  the  meeting  in 
London  of  these  two  men  who  were  of 
investigative,  scientific  turn  of  mind,  unfet- 
tered by  tradition,  beneficently  inclined, 
common  sense  to  the  core,  with  an  ever 
present  bent  toward  the  humorous.  Can 
one  conceive  of  two  more  congenial  souls 
than  Benjamin  Franklin  and  William 
Heberden  cooperating  in  such  a bit  of 
work? 

Willius  and  Keys  in  their  preface  to  Classics  of 
Cardiology^  state: 

One  cannot  read  and  contemplate  the 
classics  without  being  aroused  by  a desire 
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to  express  apologies  to  the  old  masters, 
for  there  are  many  moderns  who  have 
written  certain  lines,  believed  to  be 
original,  only  to  find  that  the  same  obser- 
vations and  thoughts  were  expressed 
many  years  before. 

Heberden’s  work  still  stands  as  a cornerstone 
of  modern  cardiology. 

[Editor’s  Note:  With  Pectoris  Dolor  we  inaugu- 
rate a new  series,  using  excerpts  from  impor- 
tant medical  papers  of  the  past.  Dr.  William 
Heberden  has  always  been  of  particular 
interest  to  me,  so  I am  especially  pleased  that 
Dr.  Gordon  has  chosen  him  to  start  the  series.] 
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Editorials 


INVOLUNTARY  COMMITMENT  IN 
DELAWARE  - NEVER  THE  SAME  AGAIN? 


This  November  a Delaware  jury  found  a 
State  Hospital  psychiatrist  grossly  negligent, 
in  Laird  v.  State  of  Delaware.  He  had  dis- 
charged a patient  in  March,  1977.  At  the  time 
of  discharge,  15  days  after  hospitalization,  the 
patient  was  evaluated  as  being  non-psychotic, 
not  a present  danger,  and  competent  to  request 
hospital  discharge.  The  patient  was  given  a 
follow-up  appointment  at  the  VA  Hospital  one 
month  after  discharge  from  Delaware  State 
Hospital.  He  never  kept  the  appointment,  took 
some  courses  for  a few  months  in  New  York 
State,  returned  to  Delaware  six  months  after 
leaving  the  State  Hospital,  drove  his  car  across 
a median  strip  and  killed  a Wilmington  citizen. 
The  jury  found  the  psychiatrist  grossly  negli- 
gent in  releasing  the  patient  six  months  earlier. 

The  patient,  Hilton  Putney,  had  been  hospi- 
talized numerous  times  from  1969-1977.  In 
many  situations  he  was  admitted  on  an 
emergency  detention  certificate.  A police 
officer  would  indicate  he  was  “dangerous,”  a 
physician  would  concur  and  off  he  would  go  to 
Delaware  State  Hospital.  Sometimes  he  was 
hospitalized  on  an  involuntary  commitment 
form  in  which  a psychiatrist  would  certify  him 
to  be  a present  threat  to  others  and  commit 
him  to  the  hospital.  The  behaviors  upon  which 
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the  conclusion  of  dangerousness  was  reached 
included  verbal  threats,  refusing  to  pay  his 
rent,  walking  in  and  then  out  of  the  water, 
while  expressing  suicidal  thoughts,  burning  a 
tire  in  his  room  in  order  to  kill  himself,  and 
ramming  a police  car  after  being  stopped  and 
questioned.  No  one  questioned  the  fact  that 
Putney  was  a chronic  schizophrenic  or  that  he 
had  acute  psychotic  episodes.  At  issue  were:  1) 
The  psychiatrist’s  capacity  to  predict  danger- 
ousness in  psychiatric  patients  months  after 
hospital  discharge;  2)  The  psychiatrist’s  duty 
to  protect  potential  victims  and  the  public  at 
large. 

The  Tarasoff  decision  in  1976  (131  Cal  Rptr 
14)  requires  a psychiatrist  to  use  reasonable 
care  to  protect  a victim  in  those  situations 
where  he  determines  that  his  patient  presents 
a serious  danger  of  violence  to  said  victim.  In 
Tarasoff,  the  patient  is  issuing  threats  of 
violence  with  a clearly  intended  victim. 

In  Lipari  v.  Scars  (1980),  the  court  extended 
the  duty  from  a clearly  intended  victim  to  the 
public  at  large. 

In  Durflinger  v.  Artiles  (1983),  Bradley  Dur- 
flinger  armed  with  meat  fork  and  hatchet, 
threatened  to  kill  his  grandparents.  He  was 
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apprehended  and  sent  to  Lamed  Kansas  State 
Hospital.  Three  months  later  he  was  dis- 
charged. Within  a two  week  period,  he  killed 
his  mother  and  younger  brother.  The  remain- 
ing family  sued  the  State  Hospital  and  doctors 
for  negligent  release.  The  court  made  it  quite 
clear  that  the  State  Hospital  physician  owes  a 
duty  to  the  general  public  to  use  reasonable 
care  in  deciding  to  release  a mental  patient, 
who  has  in  the  past  exhibited  violent  propen- 
sities. Moreover,  the  psychiatrist’s  duty  is  not 
only  to  warn  or  protect  stated  or  probable 
victims.  In  addition,  this  court  found  that  staff 
physicians  are  public  employees  and  not  public 
officers  and  may  be  held  personally  respon- 
sible for  their  negligent  acts  in  treating  or 
releasing  patients. 


must  view  mild  nuisances  as  potential  mur- 
derers. Moreover,  this  same  physician  is 
responsible  not  just  for  the  protection  of  threat- 
ened victims  (Tarasoff)  or  the  public  at  large  in 
the  immediate  future  ( Durflinger  and  Peterson ) 
but  for  any  future  behavior  of  his  patients 
(Laird).  This  is  particularly  difficult  since  all 
lilterature  and  studies  on  dangerousness  both 
from  the  medical  and  legal  communities  seem 
to  clearly  indicate  that  psychiatrists  are 
incapable  of  making  such  a prediction. 

Where  do  we  go  from  here? 

What  are  we  to  do  when  we  are  responsible 
for  future  behavior  which  we  claim  we  cannot 
predict? 


In  Peterson  v.  State  of  Washington  (1983), 
the  plaintiff  was  injured  in  an  automobile 
driven  by  Larry  Knox.  Knox  had  a history  of 
burglary,  drug  abuse  and  was  probably  schizo- 
phrenic. He  was  hospitalized  for  11  days  at 
Western  State  Hospital  in  Washington  State. 
The  day  prior  to  discharge,  he  was  found 
driving  his  car  on  the  hospital  grounds  in  a 
reckless  and  erratic  manner.  The  automobile 
accident  with  the  plaintiff  occurred  five  days 
after  discharge.  The  court,  relying  on  Tarasoff 
and  Lipari,  found  the  physician  had  a duty  to 
protect  the  public  at  large. 

What  distinguishes  Laird  from  Durflinger 
and  Peterson  is  that  Hilton  Putney  did  not 
have  a dangerous  history  like  Bradley  Dur- 
flinger. He  had  not  threatened  to  kill  anybody. 
He  did  not  have  an  antisocial  history  of  drug 
abuse  and  burglary  as  did  Knox  in  Peterson. 
In  addition,  the  “crimes”  in  Durflinger  and 
Peterson  were  committed  within  a brief  time  (5 
days/2  weeks)  post  discharge.  Hilton  Putney 
killed  George  Laird  six  months  after  being 
released.  In  Laird,  therefore,  the  jury  is 
basically  holding  the  doctor  negligent  for  any 
future  behavior  of  his  patient  even  in  the 
absence  of  a preceding  serious  crime.  Mental 
hospital  patients  who  are  dangerous  in  the 
broad  sense  of  “disturbing  the  public  at  large,” 
(and  hence  commitable  as  dangerous)  may, 
therefore,  be  considered  dangerous  in  the 
narrow  sense  of  the  term  (posing  a real  threat 
to  hurt  another  person  seriously).  A physician 


An  obvious  solution  is  to  view  “dangerous” 
either  as  a reason  to  commit  or  a reason  to 
release  to  be  an  ultimate  question,  decided  on 
moral  and  sociopolitical  grounds,  beyond  the 
expertise  of  medicine. 
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DIRECTOR  OF  THE  DEPARTMENT  OF  ANESTHESIOLOGY 
THE  MEDICAL  CENTER  OF  DELAWARE 

The  Medical  Center  of  Delaware,  an  11 00-bed,  tertiary  care  major  teaching 
affiliate  of  Thomas  Jefferson  University,  seeks  a Director  for  the  Department 
of  Anesthesiology.  All  surgical  specialties  are  represented  including  cardiac 
surgery.  The  Medical  Center  is  the  major  trauma  referral  center  for  the  State 
of  Delaware.  There  are  approved  programs  in  surgery,  internal  medicine, 
emergency  medicine,  ob-gyn,  pediatrics,  radiology  and  family  practice. 
Over  6,000  deliveries  with  a 22%  cesarean  section  rate  are  done  annually. 
Approximately  22,388  surgical  operations  are  performed  annually  with  12, 
285  inpatient  procedures  and  10,103  outpatient  procedures.  Candidates 
should  have  superior  clinical  abilities  as  well  as  demonstrated  experience  in 
teaching,  research,  and  administration.  The  successful  candidate  will  be 
eligible  for  academic  appointment  at  Jefferson  Medical  College  of  the 
Thomas  Jefferson  University  in  Philadelphia,  Pennsylvania. 

Please  send  curriculum  vitae  and  three  references  independently  to: 
Richard  Lennihan,  M.D. 

Chairman,  Search  Committee 
The  Medical  Center  of  Delaware 
Medical-Dental  Staff  Office 
P.  O.  Box  1668 
Wilmington,  DE  19899 

The  Medical  Center  of  Delaware  is  an  affirmative  action/equal  opportunity 
employer. 


Practically  this  means  that  designated 
“officers  of  the  State  would  decide  who  goes  to 
hospitals,  how  long  they  stay,  and  when  they 
leave,  in  those  involuntary  commitments 
where  dangerousness  is  the  criterion  for  com- 
mitment.” Psychiatrists  could  he  useful  in 
helping  decide  about  diagnosis  and  treata- 
bility. In  this  model,  however,  if  dangerousness 
is  the  only  criterion  for  commitment,  hospitals 
will  quickly  fill  up,  expand  and  stay  full. 
Patients  like  Putney,  who  need  to  be  labeled 
“dangerous”  in  order  to  commit,  will  have 
great  difficulty  getting  out  and  for  every 
Putney  who  accidently  killed  a Laird,  there 
will  be  thousands  of  patients  civilly  committed 
in  a preventive  detention  model  who  will  never 
see  the  light  of  day.  This  seems  a severe 
regression  in  both  mental  health  treatment 
and  the  civil  rights  of  patients.  A way  out 
might  be  to  develop  a new  statute  in  which 
patients  who  are  dangerous  in  the  Tarasoff  or 
Durflinger  sense  of  the  word,  the  narrow 
“lethal”  sense,  would  be  not  committed  by  the 
court.  Patients  who  are  psychotic,  deterior- 


ating, incompetent,  and  treatable,  would  be 
committed  and  released  by  psychiatrists 
within  a “parens  patriae”  concept,  where  the 
State  assumes  responsibility  for  the  welfare  of 
such  persons.  Although  civil  rightists  have 
objected  to  this  form  of  admission  in  the  past, 
without  a “parens  patriae”  door,  a strict 
dangerous  standard  would  permit  a slow  or 
never  to  be  discharged  group  of  chronic 
patients  to  accumulate  on  the  back  wards  of 
hospitals.  Whatever  solutions  we  decide  upon, 
psychiatrists  must  remove  themselves  from 
the  impossible  task  of  being  responsible  for 
predicting  dangerousness.  Unless  this  hap- 
pens, Laird-type  decisions  will  be  repeated  all 
too  frequently. 

David  E.  Raskin,  M.D. 
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HCFA  IS  ON  NOTICE 

Although  most  of  the  recent  news  coming 
out  of  Washington,  D.  C.  appears  to  be  unfavor- 
able for  health  care  providers,  the  June  session 
of  the  Supreme  Court  of  the  United  States  did 
hand  down  several  decisions  which  favor 
providers. 

The  reversal  of  the  Baby  Doe  decision  has 
been  well  publicized.  However,  less  well 
reported  but  perhaps  equally  important  was 
the  decision  in  Bowen  v.  Michigan  Academy  of 
Family  Physicians.  In  its  holding  in  this  case 
the  Court  held  that  Medicare  Part  B providers 
(physicians,  laboratories,  ambulatory  surgical 
centers,  and  suppliers  of  medical  equipment) 
can  go  directly  to  court  to  challenge 
Medicare  regulations.  This  actually  places 
physicians  in  a better  position  than  Part  A 
providers  (hospitals  and  other  institutions) 
who  must  go  through  a cumbersome  admini- 
strative process  in  order  to  challenge  Medicare 
rulings. 

While  there  is  no  guarantee  that  many  of  the 
onerous  aspects  of  the  Medicare  program  will 
disappear  in  the  future,  at  least  the  Health 
Care  Financing  Administration  (HCFA)  is  on 
notice  that  its  rulings  and  regulations  may  be 
subjected  to  judicial  muster. 

Score  one  for  the  “B”  team! 

Stephen  Permut,  M.D.,  J.D. 
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WHAT’S  ELDERLY?  WHO’S  GERIATRIC? 

At  a recent  meeting  on  geriatric  medicine 
which  I attended,  the  participants  took  part  in 
an  interesting  exercise:  we  were  given  a blank 
sheet  of  paper  and  five  minutes  in  which  to 
write  our  responses  to  a mythical  student  who 
asked,  “What  do  you  mean  when  you  say 
elderly?” 

The  77  attendees,  about  60  of  whom  were 
physicians,  produced  more  than  330  different 
responses  which  the  group  leader  divided  into 
categories  such  as  functional,  physiologic  and 
economic.  It  became  obvious  that  one’s  defini- 
tion of  elderly  is  a personal  concept,  not 
surprisingly,  often  determined  by  the  age  of 
the  person  responding. 

During  another  lecture  in  the  series,  a 
speaker  indicated  that  his  use  of  the  word 
“geriatric”  is  limited  to  people  with  health 
defects  of  one  kind  or  another.  A well-func- 
tioning 75  year  old  (politician?  physician? 
university  professor?)  is  not  referred  to  as 
geriatric,  while  someone  younger  who  has 
medical  disabilities  of  the  kind  frequently 
encountered  in  older  people  will  be. 

At  the  meeting,  it  was  revealed  that  the  age 
of  65  for  retirement  was  decided  upon  when  the 
Social  Security  system  was  first  introduced 
by  economist  advisors  to  President  Roosevelt, 
who  told  him  65  was  the  age  beyond  which  few 
people  could  be  expected  still  to  be  living  and 
thus  in  need  of  a supplementary  pension. 


Social  Security  money  was  from  the  beginning 
not  intended  to  be  sufficient  for  total  support  in 
retirement  but  merely  a supplement  to  prevent 
extreme  hardship;  many  of  our  current 
elderly,  however,  have  no  other  source  of 
revenue. 

At  present  Delaware  has  about  70,000  citi- 
zens over  65  of  whom  almost  30%  still  work 
fulltime.  In  addition,  many  others  work  in 
important  volunteer  jobs;  almost  80%  of  the 
workers  in  the  Meals  on  Wheels  program  are 
volunteers,  for  example.  Ninety-five  percent  of 
Delaware  citizens  who  are  over  65  live  indepen- 
dently, by  themselves,  or  with  their  families. 

It  is  generally  agreed  that  the  age  group  over 
70  is  the  fastest  growing  segment  of  our 
population,  and  citizens  over  80  are  the  ones 
most  likely  to  need  custodial  care.  As  too  many 
citizens  are  unaware  until  the  awful  need 
strikes,  funding  of  custodial  care  in  long  term 
care  facilities  (the  newest  name  for  nursing 
homes)  is  not  presently  included  in  any  of  the 
major  health  insurance  systems  in  this 
country. 

Among  the  current  important  medical  issues 
which  remain  unresolved  and  strongly  dilem- 
matic,  many  are  almost  purely  economical. 
Adequate  domiciliary  care  for  our  elderly  when 
they  become  dysfunctional  is  one  of  these 
problems. 

Bernadine  Z.  Paulshock,  M.D. 
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Letters  To  The  Editor 


POPULAR  BRITISH  HEALTH  SERVICE 

To  the  Editor: 

The  editorial  in  the  October  issue  of  the 
Delaware  Medical  Journal  was  somewhat 
misleading.  The  British  National  Health  Ser- 
vice (NHS)  was  not  introduced  in  1948  as  a 
means  of  controlling  health  care  costs,  but 
rather  to  ensure  equal  access  to  quality  medical 
care.  Despite  its  many  limitations  (see  The 
Painful  Prescription  by  Aaron  and  Schwartz), 
the  NHS  remains  very  popular  in  the  United 
Kingdom.  Unfortunately,  budgetary  control 
by  the  government  has  had  the  effect  of 
limiting  access  to  high  tech  care,  but  this  was 
not  the  original  intent. 

P.  John  Pegg,  M.D. 


CHRYSLER  1,  PHYSICIANS  0 

To  the  Editor: 

As  always,  I enjoyed  reading  the  editorials 
in  the  November  Journal.  I must  comment 
upon  “Learning  to  Say  ‘No’,”  by  Thurow, 
which  dealt  with  the  trade-off  between  costs  of 
medical  services  and  the  life-extending  bene- 
fits that  result. 
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Are  we  physicians  supposed  to  feel  sorry  for 
an  organization  like  Chrysler  Corporation, 
which  was  so  poorly  managed  prior  to  Lee 
lacocca’s  ascending,  that  he  had  to  have  the 
Federal  Government  bail  them  out?  The  reason 
that  Chrysler  Corporation  and  other  American 
auto  makers  paid  out  huge  fringe  benefits 
rather  than  wages  was  because  it  was  less 
expensive  for  them  to  do  so  or  so  they  thought 
at  the  time.  Now  because  the  dollar  cost  to 
them  of  keeping  those  non-wage  promises  is 
hurting,  do  they  admit  they  did  it  to  themselves 
and  take  the  blame?  Hell  No!  They  blame  the 
physicians  and  hospitals,  sajdng  our  indica- 
tions for  procedures  are  too  loose  and  our 
charges  too  high.  They  do  this  through 
mandatory  second  opinion  programs  and  U.R. 
If  a person  wants  to  buy  a car  and  goes  to  a 
dealer,  do  you  think  for  a minute  the  dealer  is 
going  to  tell  that  person  he  doesn’t  need  a new 
car?  How  about  a mandatory  second  opinion 
before  doing  the  deal,  say  from  a competitor? 
How  would  that  sit  with  the  executives  at 
Chrysler? 

I don’t  know  how  long  physicians  are  going 
to  get  hit  on  the  head  and  other  anatomical 
parts  before  they  wake  up  to  what’s  happening 
and  fight  back.  Christian  ethics  may  say  turn 
the  other  cheek,  but  it  doesn’t  advocate  suicide. 

Stephen  L.  Hershey,  M.D. 
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DEATHS 


JAMES  P.  WALSH,  M.D. 

Dr.  James  P.  Walsh,  a former  Wilmington 
cardiologist  and  internist,  died  of  congestive 
heart  failure  November  24,  1986  in  Baptist 
Hospital,  Beaumont,  Texas.  He  was  69. 

Dr.  Walsh  had  served  as  the  head  of  the 
medical  department  of  the  Du  Pont  Company’s 
Beaumont  facility  for  about  five  years  before 
retiring  in  1981. 

He  had  a private  practice  at  1300  North 
Franklin  Street  in  Wilmington  from  1958  until 
1977,  when  he  moved  to  Texas.  He  was  also  a 
staff  physician  for  Du  Pont  at  the  Chestnut 


Run  facility,  and  served  on  the  staffs  of  St. 
Francis  Hospital  and  the  Veterans  Adminis- 
tration Hospital. 

He  received  his  medical  degree  in  1943  from 
the  Hospital  of  the  University  of  Pennsyl- 
vania, where  he  also  served  his  internship.  He 
also  interned  at  the  Veterans  Administration 
Hospital  in  Philadelphia.  He  served  his  resi- 
dency at  the  Naval  Regional  Medical  Center  in 
Philadelphia. 

Dr.  Walsh  was  a member  of  the  Medical 
Society  of  Delaware,  and  of  New  Castle  County 
Medical  Society. 
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herpes  lobialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  ddS,  MN 

“HERPECIN-C^.  . . a conservative  approach 
with  tow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
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In  Delaware  HERPECIN-L  Is  available  at  all  EdgehiU,  Gray-Drug  Fair, 
Happy  Harry’s,  RiteAid  and  Thrift  and  other  select  pharmacies. 


PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1986 

PART  1 


The  197th  Annual  Meeting  of  the  House  of  Delegates, 
Medical  Society  of  Delaware,  was  called  to  order  at  the 
Delaware  Academy  of  Medicine  Building,  Wilmington, 
Delaware  on  Friday,  November  14, 1986,  at  1:30  p.m.  with 
John  H.  Benge,  M.D.,  President,  presiding. 

A quorum  was  declared. 

A motion  was  made,  seconded,  and  approved  to  accept 
the  minutes  of  the  1985  session. 

Dr.  Benge  then  turned  the  meeting  over  to  Henri  F. 
Wendel,  M.D.,  who  acted  as  Speaker  of  the  House  for  the 
reports  of  the  Reference  Committees  and  other  Society 
business. 

REPORTS  OF  THE  OFFICERS 


REPORT  OF  THE  PRESIDENT 

I will  endeavor  to  summarize  the  activities  of  the 
Medical  Society  of  Delaware  for  the  past  year. 

Dr.  Alvarez  had  hardly  laid  down  the  gavel  before  the 
serious  problem  of  AM  A unified  membership  arose.  In  the 
final  hours  of  last  year’s  House  of  Delegates  meeting,  the 
House  voted  to  accept  unification.  I believe  that  not  all  of 
the  ramifications  of  this  decision  were  apparent  at  the 
time.  Accordingly,  in-depth  deliberations  at  local  and 
national  levels  have  been  undertaken  by  your  repre- 
sentatives. As  a result  of  these  deliberations,  a special 
meeting  of  the  House  was  called,  but  since  there  was  no 
quorum,  this  matter  still  remains  an  issue  today.  Hope- 
fully, it  will  be  resolved  today. 

Ever  present  is  the  spectre  of  malpractice  insurance. 
Much  has  been  and  will  continue  to  be  done  in  this  arena. 
One  solution  offered  by  the  State  Insurance  Commissioner 
was  the  pooling  of  groups  too  small  for  an  actuarily  sound 
insurance  base  into  larger  groups  called  lakes.  These 
groups  will  be  diverse  and  could  include  municipalities, 
business  ventures,  lawyers,  and  of  course  physicians.  To 
the  best  of  my  knowledge,  this  consideration  is  still  on  the 
table. 


In  the  law  there  is  provision  for  a joint  underwriting 
association  which  could  be  invoked  by  the  Commissioner 
in  the  event  that  insurance  becomes  unavailable. 
Experience  with  JUA’s  in  other  states  has  been  varied. 
The  New  Jersey  Medical  Society  has  agreed  to  insure 
Delaware  physicians  under  their  captive  program  with 
rates  based  on  Delaware  experience.  These  arrangements 
give  reasonable  assurance  that  we  would  never  lose  all 
means  of  insurance.  However,  the  cost  may  be  quite  high. 
Problems  do  remain  and  will  form  the  basis  for  continued 
work  in  this  area.  Your  Society  staff  is  to  be  lauded  for 
their  efforts  on  behalf  of  this  endeavor. 

In  an  atmosphere  of  charges  and  counter-charges  by 
insurance  companies  and  trial  lawyers,  the  legislature  has 
enacted  a law  requiring  full  financial  disclosure  by 
insurance  companies. 

The  Medical  Society  of  Delaware  Insurance  Services  is 
undergoing  expansion  and  is  being  placed  on  a more  open 
basis.  The  company  will  continue  to  offer  life  and  disability 
programs  through  different  agents  and  will  expand  into 
the  homeowners’  and  automobile  fields.  We  ask  members 
to  be  cognizant  of  the  change  and  to  be  supportive. 

Since  Directors  and  Officers  insurance  for  MSDIS  was 
unavailable  on  the  open  market,  the  Board  of  Trustees  of 
the  Medical  Society  of  Delaware  agreed  to  indemnify  the 
MSDIS  directors  and  officers  against  liability  situations 
pending  the  passage  of  legislation  by  the  General 
Assembly  which  accomplished  the  same  purpose. 

The  sad  event  of  the  year  was  the  demise  of  DELRO.  The 
Health  Care  Financing  Administration  (HCFA)  did  not 
renew  DELRO’s  contract  in  spite  of  the  fact  that  DELRO’s 
performance  was  judged  to  be  within  the  top  five  of  the 
nation.  We  are  now  reviewed  by  West  Virginia  Medical 
Institute.  WVMI  has  agreed  to  allow  Delaware  a voting 
position  on  their  Board.  WVMI’s  record  of  denial  was 
approximately  6.4%  compared  with  DELRO’s  0.8%,  a 
comparison  which  leaves  one  uneasy.  Delaware’s  hospital 
bed  ratio  to  population  was  lower  than  the  national 
average.  The  low  bed  occupancy  and  the  low  percentage  of 
Medicare  admissions  in  Delaware  were  not  effective  in 
retaining  DELRO  in  the  eyes  of  HCFA. 
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Of  note  is  the  formation  of  specialty  PACs,  such  as 
EyePAC  and  OSPAC.  A real  concern  exists  that  a 
scattering  of  forces  will  work  to  the  detriment  of  unified 
effort. 

Our  delegate  to  the  AMA,  Dr.  Roger  Thomas,  has 
resigned.  His  decision  was  received  with  great  disap- 
pointment. He  served  with  distinction,  and  it  was  a 
pleasure  to  attend  the  last  year’s  meeting  with  him.  The 
House  has  the  opportunity  to  elect  a competent  replace- 
ment, as  well  as  an  alternate. 

The  Board  of  Trustees  has  had  the  extreme  pleasure  of 
honoring  Dr.  Lewis  B.  Flinn,  and  happily  chose  to  institute 
an  annual  lecture  in  his  name  beginning  with  next  year’s 
annual  Scientific  Session.  This  is  just  another  addition  to 
the  long  list  of  honors  befitting  Dr.  Flinn’s  many  contri- 
butions to  medicine. 

The  Auxiliary,  re-activated  largely  through  the  efforts 
of  Dr.  Daniel  Alvarez,  has  had  a successful  year.  It  has 
been  effective  in  helping  the  Society  with  legislative 
matters,  as  well  as  lending  its  support  to  the  medical 
profession  on  a national  level.  We  extend  our  gratitude  to 
Mrs.  Bunny  Miller  and  to  Mrs.  Nanci  Newcomb  for  their 
tireless  efforts  on  behalf  of  the  Auxiliary.  A grant  of  $3,500 
was  given  by  the  Medical  Society  to  the  Auxiliary.  Dr. 
Alvarez  will  remain  the  physician  liaison  to  the  Auxiliary. 

The  Hilltop  Center,  under  the  guiding  hand  of  Mrs.  Salle 
McDaniel,  was  formed  to  bring  medical  care  to  the  Hilltop 
area  in  Wilmington.  The  Medical  Society  was  asked  to 
support  this  endeavor  so  that  grants  from  the  business 
community  and  from  national  foundations  might  be 
easier  to  secure.  The  Society  could  not  support  the  effort  for 
the  reason  that  two  state  agencies,  one  hospital,  and  more 
than  ten  full-time  equivalent  physicians  already  service 
the  area.  Also,  the  initial  proposed  cost  per  visit  was 
thought  to  be  excessive  at  $45. 

In  an  attempt  to  lessen  prescription  drug  abuses,  the 
Division  of  Public  Health  mandated  that  physicians  must 
personally  call  in  prescriptions  for  controlled  substances. 
Although  this  has  created  a problem  for  the  physician, 
reports  seem  to  justify  the  effort  since  the  incidence  of 
prescription  drug  abuse  has  drastically  declined. 

The  Board  of  Trustees  of  the  Society,  following  the  lead 
of  the  New  Castle  County  Medical  Society,  endorsed  the 
formation  of  a physician-owned  independent  practice 
association.  The  stated  purpose  of  this  IPA  is  to  preserve 
fee-for-service  and  direct  patient  access  to  physicians  of 
their  choice.  The  enrollment  plan  is  proceeding  and  will 
become  operational  when  300  physicians  become  partici- 
pating members.  It  has  had  its  hitches,  one  being  that  the 
original  name  chosen  has  been  challenged  by  another  IPA 
having  the  same  name  so  the  plan  has  been  re-named  the 
Health  Plan  of  Delaware.  There  are  now  seven  IPAs 
competing  in  Delaware. 

Our  investment  portfolio  reached  close  to  $100,000 
under  the  guidance  of  our  Treasurer,  Dr.  Ali  Z.  Hameli.  A 
small  group  of  physicians,  who  are  considered  to  have 
expertise  in  financial  affairs,  has  been  appointed  by  the 
Trustees  to  serve  as  advisors  to  our  Treasurer  for  our 
portfolio.  This  year’s  financial  outlook  does  not  envision 
an  increase  in  dues.  Incidentally,  physicians  should  pay 
their  professional  dues  this  year.  The  deduction  will  be 
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allowed  in  1986  but  not  next  year  under  the  new  tax  law 
that  goes  into  effect  January  1,  1987. 

Certificate  of  Need,  from  which  physicians  have  been 
exempt,  is  now  being  revised.  This  is  being  considered  by  a 
Governor’s  Task  Force  which  has  been  extremely  cog- 
nizant of  physicians’  special  needs.  It  would  appear  that 
the  limit  for  CON  will  be  raised  from  $150,000  to  approxi- 
mately $750,000.  Under  the  latest  proposals,  physicians 
may  be  included. 

A proposed  piece  of  legislation  to  bring  acupuncturists 
under  the  Board  of  Medical  Practice  did  not  make  it 
through  the  legislature  this  year. 

Tort  reform  legislation  was  introduced  in  the  1986 
legislature  but  did  not  pass. 

No  report  is  complete  without  my  sincere  thanks  to  all 
physicians  who  have  aided  the  cause.  Your  Board  of 
Trustees  has  participated  in  furthering  and  protecting  the 
ideals  and  goals  of  medicine.  To  all  those  who  have  served 
quietly  or  in  the  limelight,  my  deepest  gratitude  is 
tendered. 

I have  been  enriched  by  the  honor  you  have  bestowed.  I 
will  support  the  new  officers  you  elect,  and  may  they  enjoy 
serving  you. 

John  H.  Benge,  M.D. 

President 

(The  report  was  filed  and  Dr.  Benge  commended  for  his 
outstanding  efforts  on  behalf  of  the  Medical  Society  and 
its  members.) 


PSYCHIATRIST 

Board  certified  or  eligible 
in  child  psychiatry.  Full  or 
Part  Time  positions  in 
new,  private,  free  standing 
50-bed  psychiatric  facility 
for  adolescents. 

Send  resumes  to: 

Dr.  Sharon  Press, 
Associates  in  Adolescent 
Psychiatry, 

Rt.  273  - Christiana  Road, 
Plaza  191,  Suite  7, 
New  Castle,  DE  19720. 
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REPORT  OF  THE  PRESIDENT-ELECT 

As  President-Elect  of  the  Medical  Society  of  Delaware,  I 
am  pleased  to  present  this  report  of  activities  during  the 
past  year. 

The  prior  experience  of  some  14  years  on  the  Board  of 
Trustees  was  of  inestimable  value  on  several  occasions 
where  I substituted  for  Dr.  John  Benge  while  he  was  away 
representing  the  Society  on  the  national  scene. 

The  first  involved  insurance  coverage  for  the  anesthesiol- 
ogists at  The  Medical  Center  of  Delaware  when  their  non- 
sponsored  insurance  carrier  threatened  to  cancel  their 
policies,  precipitating  a possible  shutdown  of  the  operating 
I rooms.  Coverage  was  obtained  on  an  interim  and  then  a 
permanent  basis  for  the  department  after  a meeting  with 
representatives  of  PHICO,  the  Society’s  sponsored  insur- 
i ance  carrier;  Medical  Society  of  Delaware  Insurance 
j Services,  Inc.;  the  Department  of  Anesthesiology  at  The 
j Medical  Center  of  Delaware;  and  the  Medical  Society  of 
Delaware.  The  assistance  of  Mr.  Maynard  Stuffts,  PHICO’s 
chief  representative,  and  Joseph  Ricci,  M.D.,  their  medical 
consultant,  during  this  trying  interval  is  gratefully 
appreciated. 


tension  while  giving  support  from  a legal  standpoint  and 
thus  averting  a crisis. 

Both  of  these  situations  served  to  demonstrate  again  the 
old  adage  that  “In  unity  there  is  strength,”  for  an  unjust 
attack  on  any  one  of  our  members  is  an  attack  on  the  entire 
membership.  Thus,  each  of  us  must  be  mindful  of  the 
necessity  of  working  together  through  the  Medical  Society 
of  Delaware  and  not  fall  prey  to  the  mentality  of  a 
collection  of  self-interest  groups  within  the  membership, 
all  striving  to  further  their  self-interests  to  the  detriment  of 
the  overall  membership. 

This  brings  up  the  subject  of  the  Society-sponsored 
Physicians’Health  Plan  of  Delaware,  the  physician-owned 
IPA/HMO.  From  a small  liaison  committee  put  together 
in  December  of  1984  by  the  New  Castle  County  Medical 
Society,  a 1.5  million  dollar  organization  has  been  estab- 
lished to  develop  a physician-owned  third  party  payor 
(HMO)  in  which  medical  decisions  would  be  made  by 
physicians.  Other  advantages  built  into  the  plan  by 
statewide  physician  representatives  include: 

1)  A single  health  service  delivery  system  for  all  areas 
within  the  state. 


In  June,  the  Society  became  involved  in  investigating 
with  legal  counsel  the  options  available  for  the  members  of 
the  obstetrical  community  who  were  being  harassed  at 
their  residences  by  representatives  of  the  pro-life  move- 
ment with  out-of-state  direction.  Several  meetings  with 
members  of  the  obstetrical  community  and  other  involved 
segments  of  the  community  served  to  ease  the  existing 


Baynard  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


CONCORD  PLAZA 
34 1 1 Silverside  Road 
2323  PENNSYLVANIA  AVENUE 
Wilmington,  Delaware 


2)  Policy  control  on  the  delivery  of  quality  health  care 
remaining  in  the  hands  of  physicians. 

3)  The  establishment  of  a cost-effective  administrative 
system  that  will  keep  more  funds  available  for  direct 
health  care  and  allow  physicians  to  control  admini- 
strative costs  rather  than  have  these  fees  arbitrarily  set 
by  a commercial  insurance  carrier. 

4)  A reinforcement  and  re-establishment  of  physician- 
patient  rapport  that  is  rapidly  being  eroded  as  alter- 
native delivery  systems  re-direct  patient  care  in  ways 
that  suit  the  corporation  rather  than  the  patient. 

5)  A reduction  in  the  ability  of  commercial  insurance 
carriers  and  national  HMO  firms  to  further  fragment 
traditional  health  care  referral  patterns  in  Delaware 
and  physician  influence  in  health  care  delivery. 

Hopefully,  the  issue  of  an  alternative  delivery  system 
that  has  unfortunately  divided  the  Society  in  the  past  for 
so  many  years  can  now  be  resolved.  To  that  end,  meetings 
have  been  held  with  Diamond  State  representatives,  and  I 
would  hope  for  a unified  commitment  between  the  two 
physician  alternative  delivery  systems  in  the  state  in  the 
near  future. 

I wish  to  express  my  appreciation  and  gratitude  to  Dr. 
John  Benge  for  his  consideration  this  past  year,  especially 
on  the  IPA/HMO  issue.  As  ever,  Anne  Bader  and  her  able 
staff  have  been  of  extraordinary  help  and  assistance 
during  the  year,  and  I look  forward  to  working  with  them 
for  the  benefit  of  the  entire  membership  in  1987. 

Peter  R.  Coggins,  M.D. 

President-Elect 

(The  report  was  adopted  with  commendation  to  Dr. 
Coggins  for  his  excellent  work  on  behalf  of  the  Medical 
Society  of  Delaware  during  the  past  year.) 
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REPORT  OF  THE  SECRETARY 


19MH  Momhership’'' 


The  Society  and  its  subsidiaries  have  held  1 28  meetings 
during  the  past  year.  Ten  meetings  were  devoted  to  the 
transaction  of  business  matters  by  the  Board  of  Trustees. 
All  business  transacted  by  the  Society  has  been  recorded 
in  tbe  minutes  as  presented  by  the  Secretary. 

During  the  past  year,  the  Society  has  been  a co-sponsor 
for  the  following  programs: 

DELPAC  Political  Education  Con  ference  -d an uary  1 8. 
1986 

Rheumatology  Update  1986  - March  4,  1986,  in  cooper- 
ation with  the  Delaware  Chapter  Arthritis  Foundation 
Medical  Aspects  of  Sports  - March  8,  1986.  with  the 
University  of  Delaware 

Physician-Clergy  Breakfast  - March  27,  1986,  with  the 
Department  of  Pastoral  Care,  The  Medical  Center  of 
Delaware 

Eastern  Shore  Medical  Symposium  ■ June  22-27,  1986, 
with  Jefferson  Medical  College  and  the  University  of 
Delaware 

Delaware  Continuing  Medical  Education  for  Physi- 
cians 1985-86,  with  Jefferson  Medical  College  and  The 
Medical  Center  of  Delaware 
A comparison  of  the  Society’s  membership,  by  county, 
during  1985  and  1986  follows: 


Dues-Fayinp  Members 

l)ues-Kxempt  .Members 

Total 

Kent 

16 

104 

New  Castle 

bb-l 

US 

792 

,8ussex 

12-) 

IH 

148 

STfi 

ibb 

1,089 

*Kigure.s  do  not  include  14  pending  applications. 


1985  Membership 

Dues-Paying  Members  Dues-Exempt  Members  Total 


Kelli 

H.5 

16 

101 

New  1 astle 

641 

118 

759 

Sussex 

124 

18 

141 

s44 

152 

1,001 

A ( omplete  report  of  tbe  Proceedings  of  the  1986  House 
oil  lelegates  will  appear  in  the  January  1987  and  Febru- 
arv  1987  issues  of  the  Delaware  Medical  Journal.  The 
report  will  also  be  on  file  in  the  State  Medical  Society 
office  and  will  be  available  to  members. 


(The  report  was  filed.) 


Martin  J.  Cosgrove,  M.D. 

Secretary 


We  account  for  Delaware’s 
medical  practices. 

No  matter  how  large  or  small  your  practice,  the 
accounting  firm  of  Simon,  Master  & Sidlow 
recognizes  your  needs.  can  assist  you  with  tax 
planning,  financial  planning,  and  other  important 
aspects  of  medical  economics,  such  as  the  decision 
to  buy  or  to  lease  equipment. 

Call  us  today,  ^^fe'll  help  you  recognize  your  needs. 


2002  W.  14th  St.,Wilm„  DE  19805 
(302)  652-3480 


Simon 

Mastja" 

&Sidbw 


308  S.  state  St„  Dover,  DE  19901 
(302)  734-3400 


Certified  Public  Accountants 
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REPORT  OF  THE  TREASURER 

The  current  fiscal  year  of  the  Medical  Society  of  Dela- 
ware is  anticipated  to  end  with  a small  surplus.  The 
Treasurer  and  the  Board  of  Trustees  have  continued  the 
long  established  tradition  of  fiscal  conservation.  The 
proposed  budget  for  the  upcoming  year  is  fiscally 
balanced. 

About  60%  of  the  revenue  is  derived  from  the  member- 
ship dues.  The  balance  is  composed  of  a variety  of  sources 
such  as:  funds  received  from  the  PHICO  Insurance 
Company  for  risk  management,  interests  accrued  from 
revolving  funds  in  short  custody  of  the  Society,  and  a host 
of  other  revenue-generating  activities  conducted  by  the 
staff  of  the  Medical  Society. 

One  additional  source  of  revenue  this  year,  and  probably 
for  the  foreseeable  future,  has  been  the  cost  reimbursement 
by  the  Medical  Society  of  Delaware  Insurance  Services, 
Inc.,  for  services  rendered  by  the  Medical  Society  and  its 
staff.  This  source  of  revenue  has  provided  the  necessary 
means  for  our  balanced  budget,  especially  in  light  of  lower 
interest  revenue  this  year  following  the  steep  drop  in 
interest  rates.  Needless  to  say,  without  it  a dues  increase 
would  have  been  required.  Anne  Bader,  the  Executive 
Director  of  the  Society,  should  be  recognized  for  her 
services  in  relation  to  the  insurance  work. 

It  was  a good  year  for  the  Society’s  stock  portfolio. 
Under  the  watchful  eye  of  Mrs.  Tracy  Kramer  of  Kidder, 
Peabody  and  Company,  the  portfolio  grew  from  about 
$60,000  value  of  less  than  three  years  ago  to  nearly 
$100,000  this  past  summer.  Mrs.  Kramer,  who  has  since 
left  Kidder,  Peabody,  deserves  a word  of  thanks  from  our 
Society. 

Recent  downward  fluctuations  of  the  stock  market  have 
reduced  the  value  of  the  portfolio  to  slightly  above  $93,000, 
but  still  a sizeable  reserve  for  the  Society.  An  Ad  Hoc 
Financial  Advisory  Committee,  appointed  by  the  Board  of 
Trustees,  met  with  the  Treasurer  on  October  29th  and 
recommended  that  a new  professional  investment  advisor 
be  selected  to  manage  the  stock  portfolio. 

In  summary,  the  sources  of  revenue  are  well  defined  and 
realistic  at  this  time.  The  allocated  funds  for  expenditure 
are  necessary  and  conservative.  Until  such  a time  that  the 


probability  of  a major  imbalance  appears  on  the  horizon,  I 
recommend  no  fundamental  change  in  our  fiscal  policy. 

It  has  been  a pleasure  and  an  honor  for  me  to  work  with 
the  officers  and  the  trustees  of  the  Medical  Society  of 
Delaware  this  past  year. 

Ali  Z.  Hameli,  M.D. 

Treasurer 

(The  report,  with  the  following  attachments,  was  filed.) 

MEDICAL  SOCIETY  OF  DELAWARE 
TREASURER’S  REPORT 

OCTOBER  31,  1986 


OPENING  BALANCE 

January  1,  1986,  Bank  of  Delaware $ 24,192.92* 

RECEIPTS 

1986  Dues  Collected  in  1985  - 6,426.00* 

Collected  in  1986 157,917.50 

AMA  Rebate  2,694.33 

Services 35,262.13 

Rosters 153.00 

Interest/Investments  25,700.00 

Refunds 353.50 

TOTAL  RECEIPTS $222,080.46 

Reimbursed  9,598.39 

Transfers  from  Interest  Accounts 106,500.00 

DISBURSEMENTS 

Employee  Benefits 5,529.33 

Salaries 113,554.17 

Employer  Tax 8,319.76 

Office  Operation 

Contribution  to  Academy 9,600.00 

Printing,  Postage,  Stationery, 

Telephone,  Supplies 15,426.62 

Xerox 5,419.85 

Committees  and  Contingency  15,964.76 

Public  Relations 13,109.65 

Contracted  Services 750.00 

Legal  Counsel 20,249.28 

Audit  3,600.00 

DMJ  - Dues-Exempt  Subscriptions 1,420.00 

Roster 4,000.00 


UNWANTED  HAIR  PERMANENTLY  REMOVED 

Frances  B.  Aerenson, 

R.N. 

LICENSED  ELECTROLOGIST 

PROFESSIONAL  BUILDING,  SUITE26 
AUGUSTINE  CUTOFF  654-0670 

WILMINGTON,  DELAWARE 
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Travel  and  Contingency 4,216.75 

Subscriptions/Periodicals 1,676.57 

Blood  Bank 1,574.00 

Insurance 3,863.40 

Risk  Management 947.46 

Dues/Contributions 1,768.00 

Newsletters 2,112.00 

Miscellaneous  10.00 

TOTAL  DISBURSEMENTS $233,111.60 

Reimbursable 2,410.32 

Transfer  for  Interest 123,225.00 


RESTRICTED  FUNDS 

RECEIPTS 
1986  AMA  Dues 

Collected  in  1985  - 9,375.00  * 

Collected  in  1986  196,233.00 

1986  Kent  Dues 

Collected  in  1985  - 1,680.00  * 

Collected  in  1986  5,280.00 

1986  Sussex  Dues 

Collected  in  1985  - 130.00  * 

Collected  in  1986  1,085.00 

Delaware  Medical  Journal 

Collected  in  1985  - 340.00  * 

Collected  in  1986  8,350.00 

Education  Fund 

Collected  in  1985  - 170.00  * 

Collected  in  1986  4,675.00 

Medical  Benevolence  Fund 

Collected  in  1985  - 34.00  * 

Collected  in  1986  835.00 

Auxiliary 

Collected  in  1985  - 980.00  * 

Collected  in  1986  4,462.50 

AMA/ERF 75.00 

Annual  Meeting  - Activities  (1985) 9.00 

Activities  (1986) 3,002.00 

Exhibits  (1986)  14,275.00 

Grants  (1986) 1,550.00 

Blood  Bank 1,640.00 

CME  Program 17,910.00 

Educational  Grant 420.00 

TOTAL  RESTRICTED  RECEIPTS $259,802.00 

DISBURSEMENTS 

AMA  Dues 204,108.00 

Kent  County  Dues  - 1985 480.00 

- 1986 6,525.00 

Sussex  Country  Dues  - 1985 165.00 

- 1986 715.00 

Delaware  Medical  Journal 8,670.00 

Education  Fund  - 1985 1,122.50 

- 1986 5,560.00 

Medical  Benevolence  Fund  - 1985 224.50 

- 1986 867.00 

Auxiliary 5,442.50 

Annual  Meeting  -1985-18,110.48 

- 1986  - 1,210.00  . . . 19,320.48 

CME  Program 8,456.75 

TOTAL  RESTRICTED 

DISBURSEMENTS  $261,656.73 


CLOSING  BALANCE 

10/31/86,  Bank  of  Delaware $ 1,770.12 

* $19,135.00  total  was  collected  in  1985  for  1986  dues.  This 
figure  is  reflected  in  the  opening  balance  of  1/1/86. 

DEAN  WITTER  ACCOUNT  BALANCE  ....  $ 42,053.37 


Ali  Z.  Hameli,  M.D. 

Treasurer 

Medical  Society  of  Delaware 
1925  Lovering  Avenue 
Wilmington,  DE  19806 

Dear  Dr.  Hameli: 

We  have  examined  the  consolidated  balance 
sheet  of  the  Medical  Society  of  Delaware  (a 
Delaware  corporation)  and  subsidiaries  as  of 
December  31,  1985,  and  the  related  consoli- 
dated statements  of  operations,  and  changes 
in  equity  for  the  year  then  ended.  Our  examina- 
tion was  made  in  accordance  with  generally 
accepted  auditing  standards  and,  accordingly, 
included  such  tests  of  the  accounting  records 
and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances.  We 
did  not  examine  the  financial  statements  of 
Medical  Society  of  Delaware  Insurance  Ser- 
vices, Inc.,  a consolidated  subsidiary.  Those 
statements  were  examined  by  other  accoun- 
tants whose  reports  have  been  furnished  to  us, 
and  our  opinion  expressed  herein,  insofar  as  it 
relates  to  the  amounts  included  for  Medical 
Society  of  Delaware  Insurance  Services  Inc.  is 
based  solely  on  the  reports  of  the  other 
accountant. 

In  our  opinion,  based  on  our  examinations 
and  the  reports  of  the  other  accountant  referred 
to  above,  the  consolidated  financial  statements 
referred  to  in  the  first  paragraph  present  fairly 
the  financial  position  of  the  Medical  Society  of 
Delaware  and  subsidiaries  as  of  December  31, 
1985,  and  the  results  of  their  operations  and 
the  changes  in  equity  for  the  year  then  ended, 
in  conformity  with  generally  accepted  account- 
ing principles  applied  on  a consistent  basis 
with  that  of  a preceding  year. 

Haggerty  & Haggerty 
Certified  Public  Accountants 

March  6,  1986 
Wilmington,  Delaware 
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THE  PHILADELPHIA  HEART  INSTITUTE 


of  Presbyterian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology . . . 


WEDNESDAY,  FEBRUARY  4,  1987 

DIAGNOSIS  AND  MANAGEMENT  OF 
HYPERTENSION 


20  Minute  Lectures— Questions  and  Answers  (10  minutes) 
MODERATOR:  BERNARD  SEGAL,  M.D. 


3:00  to  5:30  p.m.  Risk  Factors  and  Natural  History  - Robert  Stote,  M.D. 

Case  Presentations  - Charles  Cummings,  M.D. 

Old  and  New  Antihypertensive  Drugs  - Jeffrey  Dubb,  M.D. 

Diagnosis  and  Treatment  of  Renovascular  Hypertension 
- Lloyd  Klein,  M.D. 

Questions  and  Answers  - The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

**Wine  and  Cheese  Served  Following  Each  Session** 

Scheie  Eye  Institute  Auditorium 

Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

* The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  education  for  physicians.  The  University  of 
Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5  credit  hours  of 
Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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MEDICAL  SOCIETY  OF  DELAWARE  & SUBSIDIARIES 

Consolidating  Balance  Sheet 
December  31,  1985 


Medical 

Society  of 

Delaware 

Current 

Restricted 

Custody 

ASSETS 

Fund 

Funds 

Fund 

Current  Assets: 

Cash 

$ 35,794 

$31,868 

$299,615 

Cash  (escrow) 

Accounts  receivable 

8,703 

Investments  at  cost 

67,450 

Investments  in  and  advances 

to  subsidiaries 

31,102 

20,559 

Prepayments 

Total  Current  Assets 

143,049 

52,427 

299,615 

Property  & Equipment  at  Cost: 

Leasehold  improvements 

7,556 

Furniture  & fixtures 

24,265 

31,821 

Less:  Accumulated  depreciation 

20,889 

10,932 

$153,981 

$52,427 

$299,615 

LIABILITIES 
Current  Liabilities 

Dues  payable 

$ 12,835 

$ ... 

$ 

Income  taxes  payable 

5,349 

Accrued  expenses  payable 

5,442 

Due  to  affiliate 

20,559 

21,834 

Payroll  taxes  payable 

926 

Deferred  Revenues 

45,111 

21,834 

Revenues  received  in  advance 

31,426 

204 

76,537 

204 

21,834 

EQUITY 

Fund  Balance 

77,444 

52,223 

277,781 

Capital  Stock 

Common  Stock 

Retained  earnings 

77,444 

52,223 

277,781 

$153,981 

$52,427 

$299,615 
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Delaware 

Medical 

Journal 

Current 

Fund 

Medical  Soc. 
of  Delaware 
Insurance 
Services 
Inc. 

Eliminations 

Consolidated 

$12,979 

$51,048 

12 

14,530 

$ ... 

$431,304 

12 

23,233 

67,450 

1,332 

(51,661) 

1,332 

12,979 

66,922 

(51,661) 

523,331 

13,587 

4,851 

7,556 

42,703 

13,587 

4,851 

50,259 

9,518 

4,851 

35,258 

4,069 

15,001 

$17,048 

$66,922 

$(51,661) 

$538,332 

$ ... 

$ ... 

$ ... 

$12,835 

6,598 

11,947 

1,363 

6,805 

9,168 

36,225 

(51,561) 

36,225 

926 

9,168 

44,186 

(51,561) 

68,738 

340 

31,970 

9,508 

44,186 

(51,561) 

100,708 

7,540 

100 

(100) 

414,988 

22,636 

22,636 

7,540 

22,736 

(100) 

437,624 

$17,048 

$66,922 

$(51,661) 

$538,332 
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REPORT  OF  THE  BOARD  OF  TRUSTEES 

The  Board  of  Trustees  has  been  active  in  many  areas 
this  year.  The  following  is  a summary  of  some  of  the  issues 
considered  by  the  Board. 

Draft  legislation  was  developed  during  this  past  year 
with  input  from  the  Board  of  Medical  Practice  and  support 
from  the  Society  in  the  following  areas:  acupuncture; 
regulation  of  freestanding  facilities  such  as  birthing 
centers,  surgical  centers,  and  emergency  centers;  and 
physician’s  assistants.  The  bills  pertaining  to  acupunc- 
ture and  physician’s  assistants  did  not  make  their  way 
through  the  legislative  system  this  past  session  but  may 
be  reintroduced  in  January. 

A number  of  physicians  and  staff  attended  the  Liability 
Insurance  Workshop  sponsored  by  the  House  of  Repre- 
sentative’s Revenue  and  Finance  Committee  at  Clayton 
Hall  on  March  24th.  Dr.  James  McClements,  Vice- 
President  of  the  Society,  indicated  that  a significant 
aspect  of  the  present  liability  insurance  crisis  is  the 
confrontation  between  the  trial  lawyers  and  the  insurance 
industry  and  that  legal  counsel’s  advice  that  the  Society 
not  get  involved  appears  to  be  sound. 

DELRO’s  bid  for  the  PRO  contract  for  Delaware  was 
denied  by  the  Health  Care  Financing  Administration 
(HCFA).  DELRO’s  appeal  of  the  non-renewal  of  its  PRO 
contract  was  subsequently  denied.  The  Board  was  then 
informed  that  DELRO  would  not  rebid  the  PRO  contract 
following  denial  of  the  contract.  Nevertheless  the  Board  of 
Trustees  supported  and  encouraged  DELRO  to  re-bid  the 
PRO  contract  for  Delaware. 

The  Society  was  openly  courted  by  two  PRO’s  in 
Maryland,  one  in  Pennsylvania  and  one  in  West  Virginia. 
Delaware  was  particularly  interested  in  having  a seat  on 
the  board  of  any  PRO  that  would  be  doing  review  in 
Delaware.  After  listening  to  representatives  of  KePRO 
from  Pennsylvania,  the  Board  voted  to  throw  their 
support  to  KePRO. 

HCFA  subsequently  awarded  the  contract  to  West 
Virginia;  West  Virginia  gave  the  Society  a seat  on  their 
Board  and  the  Society  now  supports  West  Virginia.  Dr. 
Gustave  Berger  was  appointed  to  the  Board  of  the  West 
Virginia  Medical  Institute  and  Dr.  William  H.  Duncan  is 
the  alternate. 

Members  of  the  Board  met  with  the  leadership  of  the 
New  Jersey  State  Medical  Society  to  discuss  a potential 
problem  in  the  event  liability  insurance  coverage  is  no 
longer  available  through  PHICO  Insurance  Company. 
The  Medical  Society  of  New  Jersey’s  captive  insurance 
company  agreed  to  work  with  Delaware  physicians  in  the 
event  of  cancellation. 

The  Board  adopted  a motion  in  support  of  an  annual 
Lewis  B.  Flinn  Lecture  as  part  of  the  Society’s  Annual 
Scientific  Session  beginning  in  1987. 

The  Society  joined  a new  organization  formed  to 
represent  member  state  medical  associations.  The 
Alliance  of  State  Physician  Networks  (ASPN)  is  composed 
of  14  contiguous  medical  societies  ranging  from  Texas  to 
Delaware,  with  plans  to  offer  membership  to  northeastern 
and  mid-western  states.  The  ASPN  will  initially  negotiate 
with  the  Department  of  Defense  (DoD)  in  response  to  the 


recently  issued  CHAMPUS  Reform  Initiative  announced 
by  DoD  to  capitate  the  CHAMPUS  program  nationally. 
The  ASPN  will  also  provide  a forum  for  the  member  state 
medical  societies  to  work  together  in  other  areas  of 
common  interest. 

Anne  Shane  Bader 
Executive  Director 
(The  portion  of  the  report  regarding  the  liability 
insurance  crisis  was  referred  to  the  Board  of  Trustees.  The 
remainder  of  the  report  was  filed.) 


REPORTS  OF  THE  AMA  DELEGATE 

The  1985  Interim  Meeting  Report  was  published  in  the 
January  1986  issue  of  the  Delaware  Medical  Journal.  The 
1986  Annual  Meeting  Report  was  published  in  the  August 
1986  issue  of  the  Delaware  Medical  Journal. 

(The  report  was  filed.) 


REPORT  OF  THE  PRESIDENT  OF  THE  KENT 
COUNTY  MEDICAL  SOCIETY 

The  Kent  County  Medical  Society  had  four  meetings 
during  the  1985-86  year. 

The  November,  1985  meeting  included  presentations  by 
Stephen  Cooper,  M.D.,  outlining  the  current  status  of 
HMO’s,  IPA’s  and  PPO’s  in  terms  of  their  potential  impact 
on  health  care  in  Kent  County,  and  by  Rafael  Zaragoza, 
M.D.,  requesting  that  all  physicians  contact  their 
Congressman  in  support  of  legislation  placing  a cap  on 
malpractice  awards.  In  addition,  Courtland  Hall,  M.D., 
agreed  to  serve  as  the  new  Secretary-Treasurer  for  one 
year  replacing  Robert  E.  Heckman,  M.D. 

The  next  quarterly  meeting  was  held  in  March,  1986. 
Theodore  Duncan,  M.D.,  from  Philadelphia  gave  an 
informative  talk  on  diabetes  mellitus.  Peter  Coggins, 
M.D.,  then  gave  an  update  report  on  the  Physicians 
Health  Plan  of  Delaware,  Ltd.  He  also  introduced  Robert 
J.  Greczyn,  Jr.,  Executive  Director  of  the  Plan,  who  made  a 
brief  presentation. 


A nursing  center  so  nice, 
it  feels  like  home. 

• skilled  and  intermediate  care 
• out-patient  physical  therapy 

• in  house  physical,  speech,  and 
occupational  therapy 

• respite  care 

Leader  Nursing 
and  Rehabilitation 
Center 

700  Foulk  Road 
Wilmington 
(302)  764  - 0181 
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Ortho  Pharmaceuticals  sponsored  an  extremely  well- 
received  talk  by  Peter  Schwartz,  M.D.,  from  Northampton, 
Massachusetts,  on  “Newer  Developments  in  Oral  Con- 
traceptives.” Jerome  Abrams,  M.D.,  one  of  the  Physicians 
Health  Plan  of  Delaware  Board  members  from  Kent 
County,  gave  an  update  on  the  Plan’s  activities  and  later 
distributed  a question  and  answer  sheet  of  the  most 
commonly  asked  questions. 

The  September,  1986  meeting  included  a tour  of  the 
General  Foods  facility  in  Dover  and  following  that  a 
presentation  on  “Occupational  Health  and  the  Physician’s 
Role  in  Managing  Employee  Health  Issues,”  sponsored  by 
General  Foods  Corporate  Health  Services. 

Three  new  members  were  presented  and  inducted  into 
the  Kent  County  Medical  Society  during  the  year,  and 
there  was  one  transfer  from  the  Sussex  County  Medical 
Society  into  the  Kent  County  Medical  Society. 

Leroy  Buckler,  M.D.,  Chairman  of  the  Professional 
Conduct  Committee,  stated  that  there  were  no  instances  of 
professional  misconduct  necessitating  review  by  the 
committee  during  the  year. 

Jeffrey  L.  Chait,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

The  New  Castle  County  Medical  Society  held  regular 
membership  meetings  during  the  year.  Topics  discussed 
included  the  physician-owned  IPA/HMO  and  the  liability 
crisis  in  Delaware.  In  addition,  there  was  a presentation 
on  the  forensic  investigation  of  the  MOVE  bombing. 

Physicians  Health  Plan  of  Delaware,  the  IPA/HMO, 
should  be  operational  in  October.  The  stock  prospectus 
has  been  approved  and  is  being  offered  to  physicians 
throughout  the  entire  state.  Each  participating  physician 
will  purchase  one  share  of  stock  for  $1,000  and  also 
guarantee  a $2,000  line  of  credit  at  a bank.  A full-time 
administrative  staff  has  been  hired  and  they  are  develop- 
ing and  promoting  the  Plan.  Negotiations  for  contracts 
with  hospitals,  labs,  and  pharmacies  are  ongoing.  There 
has  been  a tremendous  amount  of  time  and  effort  devoted 
by  the  medical  community  on  behalf  of  the  development  of 
Physicians  Health  Plan,  and  I encourage  your  continued 
support  of  the  Plan. 

The  liability  insurance  issue  has  raised  considerable 
concern  among  the  membership.  Everyone  is  wondering 
whether  insurance  will  be  available,  and  if  so,  will  it  be 
affordable?  At  a membership  meeting,  the  members  were 
assured  by  a PHICO  representative  that  they  have  no 
intention  of  leaving  the  Delaware  market.  The  Represen- 
tative also  stated,  however,  that  malpractice  insurance 
premiums  will  most  likely  continue  to  increase. 

We  were  delighted  to  have  Ali  Z.  Hameli,  M.D.,  as  the 
speaker  at  our  most  recent  membership  meeting.  Doctor 
Hameli  presented  a fascinating  program  on  the  forensic 
investigation  of  the  MOVE  bombing  that  occurred  in 
Philadelphia. 

The  Board  of  Directors  held  regular  monthly  meetings 
throughout  the  year  and  discussed  numerous  issues 
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pertaining  to  the  medical  community.  Various  other 
committees  of  the  Society  were  also  active  during  the 
course  of  the  year.  The  two  most  active  were  the  Peer 
Review  Committee  and  the  Professional  Conduct 
Committee,  chaired  by  Gustave  K.  Berger,  M.D.,  and 
Richard  Winkelmayer,  M.D.,  respectively.  The  Judicial 
Board,  chaired  by  Richard  H.  Morgan,  M.D.,  reviewed  43 
new  applications  for  membership  in  the  Society. 

In  other  activities,  the  Society  co-sponsored  a wine  and 
cheese  reception  with  the  Auxiliary  to  greet  Bill  Renzulli 
as  he  introduced  a limited  edition  portfolio  of  color  prints. 
A portion  of  the  proceeds  from  the  sale  of  the  prints  will 
benefit  the  Auxiliary’s  Scholarship  Fund,  which  was 
established  for  the  children  of  physicians. 

Richard  F.  Gordon,  M.D. 

President 

(The  report  was  filed.) 

REPORT  OF  THE  PRESIDENT  OF  THE 
SUSSEX  COUNTY  MEDICAL  SOCIETY 

The  Sussex  County  Medical  Society  has  held  two 
meetings  during  the  past  year,  with  its  final  meeting 
scheduled  for  early  December  1986. 

Our  first  meeting  was  held  on  March  6,  1986,  at  the 
Rehoboth  Country  Club.  Upon  completion  of  the  usual 
business  meeting  and  following  the  introduction  of  nine 
new  members,  the  Honorable  David  N.  Levinson, 
Insurance  Commissioner  for  the  state  of  Delaware,  was 
introduced.  The  Commissioner  stated  that  emergency 
legislation  had  been  passed,  giving  the  Insurance 
Commissioner  the  power  to  stop  mid-term  cancellations 
and  in  some  instances  to  extend  the  termination  dates  on 
liability  policies.  Mr.  Levinson  felt  that  tort  reform  was  not 
really  an  insurance  issue  in  the  state  of  Delaware,  and  that 
other  creative  solutions  should  be  sought,  such  as  creating 
a private  liability  pool  which  would  include  both 
physicians  and  lawyers. 

The  second  meeting  was  held  June  26,  1986,  at  the 
Rehoboth  Country  Club.  Our  guest  speakers  for  that 
meeting  included  Dr.  Peter  Coggins,  President-Elect  of  the 
Medical  Society  of  Delaware,  who  represented  the 
Physicians  Health  Plan  IPA  which  has  been  endorsed  by 
the  Medical  Society  of  Delaware;  Mr.  Robert  Green, 
President  of  the  Board  of  the  Diamond  State  IPA;  and  Mr. 
Joseph  Fister,  General  Manager  of  the  CIGNA  Health 
Plan.  Each  speaker  gave  a presentation  to  the  members 
outlining  the  advantages  of  their  individual  prepaid 
health  plan.  After  the  formal  presentations,  they  re- 
sponded to  questions  from  the  audience. 

The  Professional  Board  of  Censors  was  active  during 
the  past  year,  satisfactorily  resolving  five  cases  of 
patient/ physician  conflict. 

The  President  of  the  County  Society  attended  a health 
care  cost  conference.  May  2,  1986,  at  the  Holiday  Inn  in 
Dover  at  the  request  of  the  Delaware  State  Legislative 
Committee  of  the  American  Association  of  Retired 
Persons.  This  proved  to  be  a most  worthwhile  workshop 
that  afforded  Presidents  of  the  State  and  County  Medical 
Societies,  representatives  of  the  Secretary  of  Health  and 
Human  Services,  concerned  legislators,  and  a repre- 
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sentative  of  the  Association  of  Delaware  Hospitals  an 
opportunity  to  discuss  mutual  problems  created  by  the 
rush  for  cost  containment. 

The  President  also  attended  a Liability  Insurance  Crisis 
Conference  sponsored  by  the  Delmarva  Advisory  Council. 

Richard  B.  Crabb,  M.D. 

President 

(The  report  was  fded.) 


REPORT  OF  THE  REPRESENTATIVE  TO  THE 
DELAWARE  ACADEMY  OF  MEDICINE 

The  Delaware  Academy  of  Medicine’s  Lewis  B.  Flinn 
Library  continues  to  grow  and  provide  a wide  range  of 
services  to  meet  the  needs  of  its  members.  In  memory  of 
Lewis  B.  Flinn,  M.D.,  the  Academy  received  contributions 
of  approximately  $10,000.  The  Executive  Committee  desig- 
nated that  these  funds  be  contributed  to  the  Lewis  B.  Flinn 
Library  Fund.  In  1985,  the  Library  filled  5,484  interlibrary 
loan  requests  and  conducted  284  on-line  computer 
searches.  The  Academy’s  Circuit-Riding  Medical  Library 
program  provides  library  services  on  a contractual  basis 
to  Kent  General  Hospital,  Milford  Memorial 
Hospital,  Riverside  Hospital,  and  The  HMO  of  Delaware. 
In  addition,  the  Delaware  Academy  of  Medicine  received 
an  award  from  the  Delaware  Library  Association  in 
recognition  of  our  Circuit-Riding  Medical  Librarian 
program. 

The  Delaware  Academy  of  Medicine’s  Student  Finan- 
cial Aid  Committee  distributed  $75,000  in  loans  to  50 
medical  and  dental  students  for  the  1986/87  academic 
year.  The  Committee  also  distributed  $190,000  in  awards 
to  42  Delawareans  attending  Thomas  Jefferson  Medical 
College  under  the  DIMER  program. 

The  monthly  Calendar  of  Medical  and  Dental  Meetings 
is  distributed  to  over  1,600  individuals.  This  publication 
provides  physicians  and  dentists  with  a comprehensive 
monthly  listing  of  Continuing  Medical  Education  credits 
in  Delaware. 


The  Tel-Med  program,  a collection  of  277  tapes,  con- 
tinues to  be  available  to  the  public  free  of  charge. 
Approximately  half  of  the  277  tapes  are  sponsored  by 
contributions  from  community  and  health-related  organi- 
zations. The  program  is  also  available  in  Kent  County 
through  cosponsorship  with  Kent  General  Hospital.  In 
1985,  the  program  averaged  approximately  7,000  calls  per 
month. 

Throughout  the  year,  over  350  meetings  were  held  in  the 
Academy’s  Auditorium  and  Lower  Level  Conference 
Center.  The  fifty-sixth  Annual  Banquet  was  held  on 
February  28,  1986,  with  an  attendance  of  150.  The  guest 
speaker  was  Mr.  Crawford  H.  Greenewalt,  who  presented 
a program  on  hummingbirds.  During  the  course  of  the 
year,  the  Executive  Committee  also  held  regular  meetings 
to  discuss  the  operaton  of  the  building  and  numerous  other 
topics  pertaining  to  the  medical  and  dental  community. 
The  Auditorium  was  refurbished  during  the  year  with  a 
$10,000  grant  from  the  Jesse  Ball  duPont  Foundation.  The 
grant  allowed  for  repainting,  new  carpet,  new  draperies, 
and  the  purchase  of  two  new  color  monitors. 

The  Delaware  Academy  of  Medicine  maintains  a close 
affiliation  with  the  Medical  Society  of  Delaware  and 
appreciates  their  cooperation  and  support  of  Academy 
programs. 

Leonard  P.  Lang,  M.D. 

Representative 

(The  report  was  filed.) 


REPORTS  OF  THE 
STANDING  COMMITTEES 

BUDGET  COMMITTEE 

The  Budget  Committee  met  on  October  28,  1986,  and, 
after  carefuly  reviewing  the  current  budget  of  the  Society, 
recommended  the  following  for  the  upcoming  fiscal  year: 
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1.  Efforts  to  maintain  and  maximize  sources  of 
revenue  other  than  membership  dues. 

2.  Maintain  the  non-salary  expenditures  practically 
at  the  same  level  as  the  current  year. 

3.  A small  increase  in  the  total  salary  line  to  allow 
for  the  cost  of  living  adjustment  and  a minimal 
merit  raise. 

4.  Considering  the  above,  no  increase  in  the  member- 
ship dues  should  be  necessary. 

5.  A subcommittee  of  the  Budget  Committee  mem- 

I bership  be  formed  in  order  to: 

I 

j a)  Establish  job  specifications  for  the  Execu- 

j tive  Director  and  her  staff. 

' b)  Review  the  salary  structure  for  the  Execu- 

tive Director  and  the  Assistant  Executive 
Director. 

6.  The  committee  to  meet  in  mid-year  to  evaluate  the 
budget  performance. 

The  current  budget  will  leave  a small  surplus.  The 
proposed  budget  of  $318,000  for  the  upcoming  fiscal  year  is 
anticipated  to  be  balanced.  It  will  allow  the  continuation 
of  all  present  programs  and  activities. 

The  financial  status  of  the  Medical  Society  has 
remained  fairly  good  and  stable  in  the  past.  This  has  been, 
in  part,  due  to  a judicious  fiscal  restraint  by  the  Board  of 
Trustees  and  the  House  of  Delegates.  The  committee 
recommends  continuation  of  this  practice. 

Ali  Z.  Hameli,  M.D. 

Chairman 

MEDICAL  SOCIETY  OF  DELAWARE 
BUDGET— 1986-1987 

RECEIPTS 

Dues $171,900.00 

Services 72,800.00 

I Interest 38,000.00 

! AMA  Rebate  2,500.00 

j CME  Program 19,000.00 

I Delaware  Medical  Journal,  Education 

I Fund,  Medical  Benevolence  . . 14,560.00 

j TOTAL  RECEIPTS $318,760.00 

; DISBURSEMENTS 
Office  Personnel 
Employee  Benefits 

' Salaries 

\ Employer  Tax  .... 

; Office 

j Contribution  to  Academy  ... 

■ Printing,  Postage,  Stationery, 

Telephone,  Supplies,  etc 

Service  Contracts/Xerox  .... 

i Del  Med  Jrl.  January  1987— Vol.  59,  No.  1 


. 9,600.00 

19.000. 00 

10.000. 00 


$ 30,181.00 
. . 144,700.00 
. . . . 8,000.00 


Audit 3,600.00 

Insurance 3,900.00 

Kelly  Services 3,000.00 

Travel  and  Contingency 7,000.00 

Subscriptions 400.00 

Contribution/Dues 900.00 

Legal  Counsel 18,000.00 

Public  Relations 14,000.00 

Committees  and  Contingency 18,000.00 

Continuing  Medical  Educaton  10,000.00 

Newsletter 2,500.00 

Delaware  Medical  Journal,  Education 
Fund,  Medical  Benevolence 14,560.00 

Physicians’  Health  Committee 
Phone 500.00 


TOTAL  DISBURSEMENTS $317,841.00 

Surplus  $ 919.00 


(The  report  was  adopted.) 


BYLAWS  COMMJTTEE 

The  Bylaws  Committee  met  in  December  1985  to  con- 
sider a change  in  the  Society’s  Bylaws  to  provide  for 
unified  membership  with  the  American  Medical  Asso- 
ciation, as  approved  by  the  House  of  Delegates  when  it  met 
on  November  15,  1985. 

The  committee  recommended  that  the  Bylaws  of  the 
Medical  Society  of  Delaware  be  amended  to  provide: 

Membership  in  the  American  Medical 
Association  or  the  American  Osteopathic 
Association  is  mandatory  for  all  Medical 
Society  of  Delaware  members. 

The  committee  also  recommended  that  all  references  in 
the  Bylaws  to  the  AMA  delegate  or  alternate  delegate  be 
changed  from  singular  to  plural,  since  the  Society  would 
gain  additional  delegate  representation  as  a result  of 
unified  membership  with  the  AMA. 

There  was  also  discussion  of  a Bylaws  change  to  define 
the  duties  of  the  Executive  Committee,  an  issue  referred 
back  to  the  committee  after  discussion  by  the  House  of 
Delegates  last  year.  The  following  Bylaws  change  was 
recommended: 

The  President  of  the  Society  shall  each  year 
appoint  an  Advisory  Committee  to  review  and 
make  recommendations  on  Society  business.  There 
shall  be  no  fewer  than  five  members,  and  they  shall 
include  the  President,  the  President-Elect  and  the 
Vice  President.  This  committee  may  not  act  for  the 
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Board  of  Trustees,  as  it  is  only  advisory  to  the 
Board.  The  committee  shall  meet  on  call  of  the 
President. 

Dene  T.  Walters,  M.D. 

Chairman 

(The  report  was  adopted.) 


JUDICIAL  COUNCIL 

As  chairman  of  the  Judicial  Council,  I am  pleased  to 
report  that  during  the  past  year  no  cases  have  been 
referred  to  the  Judicial  Council  for  review  or  decision. 

Marvin  H.  Dorph,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICAL  ECONOMICS  COMMITTEE 

I have  had  no  meetings  this  year. 

I respectfully  request  that  this  Committee  be  dissolved 
since  we  now  have  an  insurance  agency  that  monitors  all 
insurance  programs,  with  the  physicians’  welfare  being  of 
paramount  importance  for  the  Society. 

Martin  J.  Cosgrove,  M.D. 

Chairman 

(The  report  was  referred  to  the  Board  of  Trustees.) 

MEDICAL  LIABILITY  INSURANCE  COMMITTEE 

The  Medical  Liability  Insurance  Committee  had  an 
active  and  productive  year.  The  committee  had  two  formal 
meetings,  several  ad-hoc  subcommittees  were  convened  to 
hear  physician  appeals  on  malpractice 
insurance  matters,  and  the  Chairman  and  Vice-Chairman 
represented  the  committee  at  several  meetings  and  forums 
having  to  do  with  malpractice  insurance  and  risk 
management. 

At  its  February  meeting  the  committee  received  a 
presentation  by  Drs.  Martin  Gibbs  and  Stephen  Permut 
outlining  a new  concept  which  they  felt  might  reform  the 
tort  system  in  the  direction  of  making  it  more  fair.  The 
proposal  would  require  the  plaintiffs  attorney  to  post  a 
bond  when  a case  was  filed.  This  bond  would  indemnify  a 
successful  defendant  for  cost  of  defense,  lost  income, 
projected  losses,  and  whatever  other  injury  the  defendant 
could  demonstrate.  The  amount  of  the  bond  would  also 
determine  the  maximum  amount  of  the  judgement,  which 
would  be  limited  to  ten  times  the  amount  of  the  bond.  The 
plaintiffs  attorney  would,  therefore,  have  to  decide  the 
amount  of  damages  being  sought  and  the  risk  to  be  taken. 
The  committee  was  very  receptive  to  the  presentation  and 
voted  to  refer  the  matter  to  the  Board  of  Trustees  with  the 
recommendations  that  competent  legal  evaluation  by  an 
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attorney  not  associated  with  tort  law  industry  be  sought. 
It  was  also  agreed  to  recommend  that  the  Board  consult 
with  the  insurance  industry  to  determine  the  effect  that 
such  tort  reform  would  have  on  the  pricing  of  liability 
insurance. 

At  its  August  meeting  the  Committee  met  with  PHICO 
Insurance  Company  executives.  PHICO  announced  that 
their  experience  with  Delaware  had  been  excellent  in  the 
preceding  year.  Of  the  fifteen  states  where  PHICO  sells 
malpractice  insurance,  Delaware  is  one  of  only  two  where 
PHICO  will,  this  coming  year,  continue  to  sell  malpractice 
insurance  to  individual  physicians.  The  PHICO  execu- 
tives repeatedly  praised  the  efforts  of  Delaware  physicians 
to  control  the  liability  problem  and  stated  that  they  had 
every  expectation  of  completing  their  long-term 
agreement  with  the  Medical  Society  of  Delaware.  It  was 
announced  at  this  meeting  that  they  had  applied  to  the 
insurance  commissioner  for  approval  of  an  increase 
averaging  21%  in  malpractice  premiums  for  the  coming 
year. 

Several  physicians  applied  to  the  committee  for  assist- 
ance after  notification  of  potential  non-renewal  of  their 
liability  insurance.  In  every  case  but  one,  subcommittees 
reviewed  the  physician’s  malpractice  history  and  were 
able  to  bring  negotiations  with  PHICO  to  a successful 
conclusion  so  that  the  physicians  received  renewal  of  their 
insurance. 

In  one  case  the  subcommittee,  after  reviewing  the 
physician’s  malpractice  history,  declined  to  intervene 
with  PHICO. 

During  the  year  the  Chairman  spoke  to  all  three  county 
medical  societies  concerning  the  malpractice  crises  as  well 
as  participating  in  risk  management  programs  with  two 
specialty  societies.  The  Vice-Chairman  represented  the 
committee  and  the  society  at  several  public  forums  on  the 
malpractice  crisis. 

The  committee  must  remain  very  active,  as  the  mal- 
practice insurance  situation  continues  to  be  very  volatile. 
Alternatives  to  the  present  system  must  be  constantly 
sought  and  evaluated.  Subcommittees  must  continue  to 
accept  requests  from  physicians  who  have  been  threatened 
with  non-renewal.  These  subcommittees  must  evaluate 
each  case  as  fairly  as  possible,  supporting  those  in  which 
the  evidence  is  on  the  side  of  the  physician  and  declining 
to  support  those  where  it  is  not. 

Ben  C.  Corballis,  M.D. 

Chairman 

(The  report  was  filed  and  Dr.  Corballis  commended  for  the 
work  of  the  committee  on  behalf  of  the  Society  and  its 
members.) 

MEDICAL  REVIEW  COMMITTEE 

Since  the  last  meeting  of  the  House  of  Delegates,  there 
has  been  one  meeting  of  the  Medical  Review  Committee. 
On  Monday,  February  10, 1986,  the  Committee  met  at  the 
request  of  a health  insurance  carrier  to  review  an  ortho- 
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pedic  fee  for  major  knee  construction.  After  discussion 
within  the  committee  and  after  consultation  with  the 
orthopedist,  it  was  the  committee’s  conclusion  that  the  fee 
allowed  by  the  insurance  company  was  an  appropriate  fee. 

There  were  no  other  requests  for  review  before  the 
Medical  Review  Committee,  but  the  committee  stands 
ready  at  the  request  of  physicians  or  third  party  insurance 
carriers  to  discuss  matters  of  fees  within  the  current 
bylaws  of  the  committee. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  filed.) 


PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION  COMMITTEE 

This  is  the  annual  Peer  Review  Report  for  the  State  of 
Delaware  pertaining  to  the  three  county  medical  societies, 
Kent,  Sussex,  and  New  Castle. 

Kent  County  this  year  had  a good  year.  Problems  were 
minimal  and  easily  taken  care  of,  and,  therefore,  no  report 
is  necessary. 

Sussex  County  had  one  major  problem  concerning  a 
physician  and  utilization,  etc.  This  was  being  investigated 


vigorously  and  was  coming  to  a conclusion  when  the 
doctor  gave  up  practice  and  moved.  This  made  the 
investigation  moot  and  the  case  was  concluded. 

New  Castle  County  had  a very  active  year  with  multiple 
cases.  Some  very  major  decisions  were  made,  and  some 
philosophical  issues  discussed.  Peer  Review  is  apparently 
undergoing  major  changes  because  of  many  factors,  e.g., 
the  multiplicity  of  types  of  practice  and  methods  of 
payment,  and  their  effect  on  the  doctor’s  implicit  contract 
with  the  patient  and  the  actual  contract  with  the  third- 
party  employer,  the  roles  the  physicians  are  now  taking 
within  the  society  itself,  and  the  problems  concerning 
malpractice  and  its  obvious  consequences,  including  its 
effect  on  the  form  and  utilization  in  the  doctor’s  practice. 

A major  case  concerning  a surgeon  and  his  method  of 
treatment  was  investigated  at  the  request  of  the  family. 
After  thorough  investigation  with  peer  review  consultants 
and  investigational  reading,  it  was  found  that  the  surgeon 
had  performed  within  the  scope  of  acceptable  care.  A long 
discussion  with  the  family  seemed  to  help  the  family 
understand  the  complexity  of  the  situation,  and,  I believe, 
was  most  informative  and  satisfying  to  the  family. 

A problem  seems  to  exist  within  our  society  concerning 
emergency  care  by  certain  centers  and  providers.  Ques- 
tions arose  concerning  follow-up,  who  should  do  the 
follow-up,  whether  the  follow-up  is  being  performed,  the 
charges,  and  the  appropriateness  of  the  emergency  care 
and  methods  of  consultation  at  certain  facilities.  One  of 
the  facilities  was  found  to  have  problems  in  many  areas 
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concerning  the  above  and  has  been  so  informed.  Follow-up 
investigations  will  occur  at  regular  intervals  to  see  that 
these  problems  are  appropriately  taken  care  of  for  the  best 
medical  care  of  the  patient. 

Problems  are  now  arising  as  many  procedures  are 
leaving  the  confines  of  the  hospital  and  being  performed 
in  physicians’  offices  or  in  other  facilities  where  strict 
regulations  concerning  the  physician  or  non-physician 
performing  these  procedures  has  not  been  set  up,  nor  is  it 
regulated  by  any  organization  as  previously  was  done  by 
the  hospital  itself.  This  obviously  brings  up  problems  of 
how  a peer  review  organization  can  see  if  the  physician  or 
non-physician  is  performing  the  service  or  “procedure” 
appropriately,  properly,  and  to  the  best  advantage  of  the 
patient,  whether  it  is  cost  effective,  and  whether  the 
provider  involved  has  had  adequate  training  in  perform- 
ing these  procedures.  This  was  discussed  concerning  an 
office  endoscopy,  and  although  we  have  not  yet  set  up 
some  form  of  regulatory  mechanism,  I feel  the  future  will 
demand  that  regulatory  mechanisms  be  put  into  place 
whereby  peer  review  can  be  performed  on  out-patient 
procedures  in  a more  satisfactory  manner. 

The  University  of  Delaware  asked  for  our  help  regard- 
ing the  use  of  prophylactic  rabies  vaccination  in  a specific 
case  regarding  a student.  With  the  help  of  Dr.  Lyman 
Olsen  and  others  of  the  Division  of  Public  Health,  we 
found  the  University  had  performed  most  competently 
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concerning  this  student,  and  I feel  that  this  was  most 
helpful  to  the  University. 

Several  other  investigations  were  completed  regarding 
over-utilization,  appropriateness  of  charges,  matters  of 
care  of  patients,  and  these  cases  have  come  to  very 
adequate  conclusions  with  both  sides  finding  the  peer 
review  mechanism  to  be  most  adequate. 

It  is  a sign  of  maturity  and  public  awareness  of  the  peer 
review  mechanism  that  we  have  been  contacted  prior  to 
patients  using  the  legal  system  to  help  in  understanding 
questions  regarding  treatment.  They  have  asked  us  for 
advice  and  investigation  to  see  whether  this  would  be  the 
way  that  most  other  physicians  would  treat  patients.  This 
has  been  most  gratifying  to  us. 

The  future  was  well  discussed  in  last  year’s  report,  but 
several  matters  that  the  committee  finds  most  important 
should  be  reiterated.  The  gross  proliferation  of  HMOs 
brings  us  to  problems  of:  1)  the  doctor’s  obligation  to  the 
patient  and  how  it  relates  to  his  contractual  obligation  to 
the  insurance  company,  and  2)  doctors  who  deliver  care  of 
obvious  quality  that  may  be  judged  not  cost  effective. 
What  is  their  recourse?  Who  will  help  them?  Patients  do 
not  know  where  to  turn  regarding  HMO  care  that  they 
may  not  find  to  their  liking,  and  in-house  peer  review  is 
being  done,  rather  than  third-party  peer  review  such  as 
that  run  by  the  county  and  state  societies.  What  is  the 
relationship  of  the  HMO  physician  and  the  consulting 
physician?  What  obligation  is  there  regarding  pathology 
and  forms  of  treatment  that  the  primary  physician  might 
not  wish  to  do  as  he  now  holds  more  of  the  reins  and  the 
purse  strings  of  the  HMO  patient?  All  these  are  very  new 
problems  and  will  require  greater  investigation  by  the 
Peer  Review  Committee,  more  statistics  to  base  opinions 
upon,  and  a better  understanding  by  patients  themselves 
of  what  to  expect  from  their  health  insurance  and  what 
now  is  expected  out-of-pocket  from  them.  It  is  a major 
problem  with  the  doctor  in  the  middle  concerning  Medicare 
and  disallowance  of  admissions  to  hospitals  and  non- 
payment for  procedures  considered  not  necessary  and  the 
government  increasing  the  yearly  out-of-pocket  expenses 
of  the  patient.  These  misunderstandings  lead  the  patient 
to  believe  the  doctor  is  in  the  wrong  and  lead  to  legal 
advice  which  may  be  lending  itself  to  a more  adversarial 
position  between  the  doctor  and  his  patient.  This  may  be 
helped  in  part  by  committees  of  the  society  helping  to 
inform  patients  and  certainly  the  Peer  Review  Committee 
working  to  make  sure  the  physician  has  kept  his  care  of 
the  patient  to  the  superb  quality  of  his  peers. 

Gustave  K.  Berger,  M.D. 
(The  report  was  adopted.)  Chairman 

PROGRAM  COMMITTEE 

The  Program  Committee  hereby  records  for  the  official 
record  the  program  arranged  for  the  Annual  Meeting  of 
the  Medical  Society  of  Delaware  on  November  15,  1986. 

9:10  INTRODUCTION  OF  SCIENTIFIC  PRO— 

a.m.  GRAM  -“WELCOME  THE  FUTURE” 

Herbert  James  Keating,  III,  M.D.,  Assistant 
Director,  Department  of  Medicine,  The  Medical 
Center  of  Delaware;  Chairman,  Program  Com- 
mittee, Medical  Society  of  Delaware 
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9: 15  “THE  NEW  GENETICS  - MOLECULAR  BIO- 
LOGY AT  THE  BEDSIDE” 

Reed  E.  Pyeritz,  M.D.,  Ph.D.,  Associate  Professor 
of  Medicine  and  Pediatrics,  Johns  Hopkins 
University  School  of  Medicine;  Director  of  Clin- 
ical Services,  Division  of  Medical  Genetics, 
Johns  Hopkins  Hospital,  Baltimore,  Maryland 

10:00  “GENETICS  STANDARDS  OF  CLINICAL 
CARE  - PRESENT  AND  FUTURE” 

Auhrey  Milunsky,  M.D.,  Professor  of  Pediatrics, 

' Obstetrics  and  Gynecology,  and  Pathology; 

' Director,  Center  for  Human  Genetics,  Boston 

University  School  of  Medicine,  Boston,  Mass- 
' achusetts 

10:45  INTERMISSION 

11:15  “FUTURE  THERAPY  OF  HYPERTENSION 
AND  RENAL  DISEASE” 

Burton  D.  Rose,  M.D.,  Director,  Clinical  Nephro- 
logy, Brigham  and  Women’s  Hospital,  Boston, 
Massachusetts 

12:30  “SPIN-OFFS  FROM  SPACE” 
p.m. 

! Marsha  S.  Ivins,  NASA  Astronaut,  National 

I Aeronautical  and  Space  Administration, 

Houston,  Texas 

2:00  “CONTRIBUTIONS  OF  THE  U.S.  TO  INTER- 

j NATIONAL  HEALTH” 

Timothy  D.  Baker,  M.D.,  Professor,  Department 
of  International  Health,  School  of  Public  Health, 
Johns  Hopkins  University,  Baltimore, 

Maryland 

2:45  “FUTURE  ERRORS  IN  DIAGNOSIS  AND 

CLINICAL  JUDGMENT” 

Ralph  F.  Reinfrank,  M.D.,  Director,  Department 
of  Medicine,  Hartford  Hospital,  Hartford, 

! Connecticut 

3:30  ADJOURNMENT 

As  an  organization  accredited  for  Continuing  Medical 
Education,  the  Jefferson  Medical  College  designates  this 
Continuing  Medical  Education  offering  as  meeting  the 
criteria  for  4 ¥2  hours  in  Category  I of  the  Physician’s 
Recognition  Award  of  the  American  Medical  Association. 
The  program  has  also  been  reviewed  and  is  acceptable  for 
4 V2  Prescribed  hours  by  the  American  Academy  of  F amily 
Physicians. 

Suggestions  for  topics  for  next  year’s  meeting  will  be 
welcomed  by  the  incoming  President. 

Herbert  James  Keating,  HI,  M.D. 

Chairman 

j (The  report  was  adopted  with  praise  and  accolade  to  the 
Program  Committee.) 
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PUBLIC  AND  PROFESSIONAL 
EDUCATION  COMMITTEE 

The  Public  and  Professional  Education  Committee  met 
on  February  27,  1986,  and  considered  the  following: 

1.  The  Medical  Society  of  Delaware  has  been 
granted  provisional  authorization  to  certify  institu- 
tions within  its  borders  so  that  they  can  independently 
accredit  educational  programs  for  Category  I CME 
credit.  If  this  authority  is  not  used,  it  may  be 
withdrawn. 

2.  Continuing  Medical  Education  is  now  required  by 
law  for  renewal  of  medical  licensure  - a minimum  of  20 
credit  hours  per  year  or  40  credit  hours  for  the  biennial 
renewal. 

3.  Except  for  the  V.  A.  Hospital,  St.  Francis  and  A.  I. 
duPont  Institute,  all  CME  in  Delaware  is  currently 
accredited  by  Jefferson  Medical  College  through 
DIMER.  This  includes  all  programs  of  The  Medical 
Center  of  Delaware,  the  Delaware  Academy  of  Medi- 
cine, the  annual  meeting  of  the  Medical  Society  itself, 
the  annual  Eastern  Shore  Medical  Symposium  in 
Rehoboth,  the  monthly  hospital  seminars,  and  all 
internally  planned  programs  of  individual  hospitals. 
This  tends  to  make  the  physicians  of  Delaware  depen- 
dent on  the  DIMER  - Jefferson  mechanism  for 
licensure. 

In  view  of  the  above,  it  was  recommended  that  the 
hospitals  of  Delaware  be  encouraged  to  apply  to  the 
Medical  Society  for  certification,  and  that  the  Public  and 
Professional  Education  Committee  further  develop  the 
mechanism  for  evaluating  their  programs,  conducting  site 
visits,  and  making  recommendations  to  the  Medical 
Society  of  Delaware  Board  of  Trustees  for  action  on  their 
requests.  This  was  approved  by  the  Board,  and  letters  were 
sent  to  all  hospitals  and  the  Delaware  Academy  of 
Medicine  inviting  them  to  apply.  As  of  the  end  of 
September,  the  only  application  received  has  been  from 
The  Medical  Center  of  Delaware.  A site  visit  is  being 
planned. 

E.  Wayne  Martz,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that 
medical  staffs  of  Delaware  hospitals  participate  in  the 
Medical  Society’s  efforts  in  the  continuing  medical 
accreditation  process.) 

PUBLIC  LAWS  COMMITTEE 

The  Public  Laws  Committee  met  seven  times  in  1986,  on 
January  8,  February  19,  March  5,  April  16,  May  7,  June  4 
and  June  18.  At  those  meetings  the  committee  studied  and 
acted  upon  90  bills.  The  committee  recommended  support- 
ing 58  bills  and  of  the  58  supported,  23  were  signed  into  law 
by  the  Governor. 

Perhaps  of  greatest  importance  to  physicians  of  the 
State  was  the  passage  this  year,  after  many  unsuccessful 
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attempts  in  past  years,  of  Senate  Bill  171,  “To  Provide  for  a 
Legal  Standard  for  Determining  Death.”  This  law 
provides  that  when  neurologic  signs  of  hrain  death  are 
documented  and  supported  by  at  least  one  flat  E.E.G.,  that 
patient  is  legally  dead. 

The  committee  reviewed  three  other  bills  that  were 
related  to  the  “Legal  Standard  for  Determining  Death.”  In 
keeping  with  the  concerns  of  society  as  reflected  in  the 
news  media,  the  committee  reviewed  four  bills  having  to 
do  with  AIDS  and  1 1 bills  concerned  with  the  malpractice 
insurance  crisis. 

The  committee  would  like  to  commend  and  thank  the 
Medical  Society  of  Delaware  staff  and  especially  Mrs. 
Beverly  Dieffenbach,  for  their  unflagging  support  and 
their  delightful  1986  innovation,  serving  coffee  at 
meetings  of  the  committee. 

Allston  J.  Morris,  M.D. 

Chairman 

(The  report  was  filed.) 


PUBLICATION  COMMITTEE 

Volume  57  (1985)  of  the  Delaware  Medical  Journal 
contained  34  original  papers,  23  letters  to  the  editor,  43 
editorials,  and  41  book  reviews.  Twenty-four  papers  were 
written  or  co-written  by  Delaware  physicians.  Three  other 
papers  were  written  by  others  from  the  Delaware  commun- 
ity on  subjects  of  interest  to  the  medical  profession. 

As  usual,  editorial  content  from  the  Journal  has 
appeared  in  the  pages  of  the  News-Journal  papers;  an 
editorial  written  by  Dr.  Lyman  J.  Olsen  was  quoted  in  the 
paper  this  summer.  Advertisers  from  as  far  away  as 
Atlanta,  Georgia,  and  West  Hartford,  Connecticut,  have 
requested  information  on  the  Journal.  And  a medical 
school  in  J apan  has  just  requested  a subscription,  thereby 
spreading  our  influence  ever  wider  throughout  the  world. 
Dr.  William  J.  Holloway,  on  a trip  to  China,  saw  a copy  of 
the  Delaware  Medical  Journal  in  a university  library. 


1986  has  seen  the  flowering  of  the  Special  Issue  format. 
March  was  devoted  to  occupational  medicine;  the  issue 
contained  a four-color  cover  donated  by  Du  Pont 
Magazine.  Dr.  William  L.  Sprout  acted  as  guest  editor  for 
this  issue,  and  gathered  most  of  the  material  for  it.  May 
concentrated  on  cardiology,  with  Dr.  Richard  F.  Gordon  as 
guest  editor.  In  August,  Dr.  Stephen  R.  Permut  served  as 
guest  editor  and  prime  mover  of  the  issue,  which 
thoroughly  discussed  the  ever-present  spectre  of  medical 
malpractice  suits.  Each  of  these  issues  had  a photo  on  the 
cover.  Still  on  the  agenda  are  special  issues  devoted  to 
emergency  medicine,  edited  by  Ben  C.  Corballis,  M.D.; 
oncology,  by  Robert  W.  Frelick,  M.D.;  ethics  by  Maurice 
Liebesman,  M.D.;  infectious  disease  by  Dean  L.  Winslow, 
M.D.;  and  sports  medicine  by  Rebecca  L.  Jaffe,  M.D.  This 
will  take  the  special  issues  of  the  Delaware  Medical 
Journal  through  the  end  of  1987.  Future  issues  may  be 
devoted  to  gerontology,  pediatrics,  and  medical  education. 

The  1986  Editorial  Board  is  comprised  of:  Jeffrey  L. 
Chait,  M.D.;  Garrett  H.C.  Colmorgen,  M.D.;  William  B. 
Cooper,  Jr.,  M.D.;  Robert  F.  Cox,  M.D.;  Richard  F.  Gordon, 
M.D.;  Stephen  S.  Grubbs,  M.D.;  Barbara  Hamming,  M.D.; 
Maurice  Liebesman,  M.D.;  Joseph  C.  MacKnight,  M.D.; 
Lyman  J.  Olsen,  M.D.;  Charles  L.  Reese,  IV.  M.D.;  Charles 

I.  Scott,  Jr.,  M.D.;  Brian  F.  Smale,  M.D.;  and  Raymond  R. 
Strocko,  M.D.  The  editor  wishes  to  express  her  thanks  to 
each  of  them.  They  have  provided  editorial  support  in  the 
form  of  manuscript  review,  book  reviews,  articles,  and 
editorial  material. 

The  members  of  the  Publication  committee  are:  Martin 

J.  Cosgrove,  M.D.;  Stephen  H.  Franklin,  M.D.;  William  J. 
Holloway,  M.D.;  Joseph  F.  Kestner,  M.D.;  Robert  C. 
Knowles,  M.D.;  E.  Wayne  Martz,  M.D.;  James  P.  Marvel, 
Jr.,  M.D.;  James  H.  Newman,  M.D.;  P.  John  Pegg,  M.D.; 
William  A.  Taylor,  M.D.;  and  John  S.  Wills,  M.D.  Their 
contribution  to  the  Journal  is  also  appreciated. 

Dr.  Martz  has  continued  his  fine  job  as  Book  Reviews 
Editor.  Dr.  John  Wills  is  editor  of  The  View  Box,  and  Dr. 
Stephen  Grubbs  has  joined  the  staff  as  editor  of  Medical 
Grand  Rounds.  Dr.  Dennis  Witmer  continues  ably  as  In 
Black  and  White  editor.  A new  feature,  currently  in  the 


M A N S LI  R E & PR  Iv  T T Y M A N IN  C. 

t. 

For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today’s  most  discriminating  man. 


ESTABLISHED  1922 

Stone  Hill  Road  & Augustine  Cut-Off 
VISA  • MasterCard  • Am  Ex  • WSFS 
Monday  Saturday  9:30-5:30 
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works,  concerns  milestones  in  medical  history,  and  will  be 
edited  by  Dr.  Richard  F.  Gordon.  As  always,  the  Delaware 
Medical  Journal  strives  for  high  quality  in  traditional 
areas,  while  adapting  its  format  to  keep  up  with  the 
changing  times. 

The  staff  of  the  Medical  Society  of  Delaware  and 
especially  Mrs.  Anne  Shane  Bader  and  Mrs.  Beverly 
Dieffenbach,  offer  support  and  assistance  in  a thousand 
different  ways.  In  April,  Mrs.  Anne  Elise  Spruance  joined 
the  Journal  staff  as  editorial  assistant;  her  industry  and 
interest  are  evident. 

Members  of  the  Medical  Society  of  Delaware  are  encour- 
aged to  contribute  and  to  encourage  their  colleagues  to 
contribute  to  their  Journal  in  the  form  of  letters,  editorials, 
special  reports,  scientific  papers,  and  of  course,  sug- 
gestions for  the  Journal.  Contributions  from  Society 
members  are  always  treated  with  special  favor.  We  are 
also  interested  in  receiving  information  concerning  the 
personal  achievements  of  Medical  Society  members. 


DELAWARE  MEDICAL  JOURNAL 

Statement  of  Receipts  and  Disbursements 


Balance  in  Checking  Account  . . . 

Total  Receipts 

Total  Disbursements 


1/1/85  - 1/1/86  - 

10/31/85  10/31/86 

$ 3,054.09  $ 6,208.03 
56,898.53  54,474.65 

59,631.49  53,600.58 


Anne  Shane  Bader 
Business  Manager 


(The  report  was  filed.) 


The  remainder  of  the  reports  and  resolutions  considered 
at  the  House  of  Delegates  Meeting  will  be  published  in  the 
February  1987  issue  of  the  Delaware  Medical  Journal. 


Bernadine  Z.  Paulshock,  M.D. 
Editor,  Delaware  Medical  Journal 
Chairman 

(The  report  was  filed  with  commendation  for  the  special 
topic  issues  of  the  Delaware  Medical  Journal.) 


The  complete  report  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  in  the  Medical  Society  office  and  is 
available  to  members  for  reference. 


The  NAVY  is 

STRONG  MEDICINE 

The  United  States  Navy  Medical  Command  desires  physicians  who  want  to  practice  medicine...  not  be  business 
managers.  The  Navy  offers  specialists  quality  clinical  experience  and  professional  growth,  a very  comfortable 
lifestyle  without  financial  and  administrative  worries,  and  the  valuable  time  to  spend  with  family  and  friends  while 

planning  the  future. 

• GENERAL  SURGERY 

• PREVENTIVE  MEDICINE 

• OB  - GYN 

• CRITICAL  CARE 

• OTOLARYNGOLOGY 

• DIAGNOSTIC  RADIOLOGY 

• PSYCHIATRY 

• PEDIATRICS 

LOCATIONS 

23  modern  medical  facilities  nationwide  located  along  the  east  and  west  coast  as  well  as  nine  hospitals  overseas 
including  those  in  Japan,  Spain,  Italy  and  the  Phillippines. 

BENEFITS 

• Varied  clinical  experience 

• 30  days  annual  vacation 

• Full  malpractice,  medical/dental  coverage 

• Net  starting  salaries  from  $45,000  to  $55,000 

• Non-contributive  retirement  package  which  yields  approximately  $20,000  a year  after  20  years  of  service  or 

$30,000  after  30  years. 

MINIMUM  QUALIFICATIONS 

• State  license  • U.S.  Citizen 

• Graduate  of  AMA/AOA  medical  school 

• Excellent  professional  references 

For  complete  details  coll: 

Jim  Lioncoske  at  (215)  568-2042  collect, 

or  send  curriculum  vitae  to:  Medical  Officer  Programs 

128  N.  Broad  St.  Philadelphia,  PA  19102 
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When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 

BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T. 

Where  rehabilitation  is  more  than  just  a word 

physician’s  referral  required 

KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 
WILMINGTON,  DELAWARE  1 9805  • TELEPHONE  302/995-6095 


T.L.C. 

8PECIAU8T8 

We're  not  just  in  the  business  of  handling  money,  we  handle  people,  too  . . 
day  in  and  day  out  People  like  you  who  are  important  to  our  business  So.  we 
make  it  a practice  to  give  you.  our  customer,  all  the  Tender  Loving  Care 
you  require 

Feel  tree  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates 

WE*R£  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


SAVINGS  BANK 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 


9th  & latnall  Sts  Wilm  • Concord  Mat  Midway  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover  Delaware 


1986  ANNUAL  MEETING  HIGHLIGHTS 


Harold  S.  Rafal,  M.D. 

Dr.  Rafal  was  presented  the  Distinguished 
Service  Award  in  recognition  and  apprecia- 
tion of  his  leadership  and  devotion  to  the  ser- 
vice of  the  citizens  of  Delaware 


Roger  B.  Thomas,  Jr.,  M.D. 

Dr.  Thomas  received  the  Distinguished  Ser- 
vice Award  in  recognition  and  appreciation  of 
his  contribution  of  time  and  service  to  the  Med- 
ical Society  and  to  the  profession  of  medicine. 


I.  Favel  Chavin,  M.D. 

Dr.  Chavin,  the  recipient  of  the  President’s 
Award,  was  honored  for  his  service  and  out- 
standing contributions  to  medicine  in  the 
community  and  in  the  state  of  Delaware  for 
the  past  year. 


50  Year  Physicians 

At  the  House  of  Delegates  luncheon,  which 
was  held  N ovember  14  at  the  Academy  of  Med- 
icine, tribute  was  paid  to  physicians  who 
graduated  from  medical  school  50  years  ago. 
They  are: 

Kurt  Anstreicher,  M.D. 

Thomas  J.  Bulger,  M.D. 

A.  Henry  Clagett,  Jr.,  M.D. 

V.  Terrell  Davis,  M.D. 

Hugh  R.  Dougherty,  M.D. 

Robison  D.  Harley,  M.D. 

William  R.  Hazzard,  III,  M.D. 

John  W.  Howard,  M.D. 

Harry  A.  Kansak,  M.D. 

Edward  M.  Krieger,  M.D. 

M.  Mario  Mahru,  M.D. 

Eugene  R.  McNinch,  M.D. 

Charles  M.  Moyer,  M.D. 

Howard  L.  Reed,  M.D. 

Harold  P.  Sortman,  M.D. 

Shao-Chi  Yu,  M.D. 
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In  Brief 

IMPAIRED  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
PHYSICIAN  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
PROGRAM  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


COLLEAGUES  Bikash  Bose,  M.D.  is  the  co-author  of  “Effect  of  nimodipine  on  focal  cerebral 
IN  THE  ischemia,”  which  was  published  in  the  September-Octoner  issue  of  Stroke.  He 
NEWS  also  presented  a paper,  “Fluorocarbons  - Their  role  in  the  future  management 
of  stroke”  at  the  Annual  Fall  Meeting  of  the  Associates  of  Clinical 
Pharmacology,  which  was  held  in  Philadelphia  in  October,  1986. 

Pierre  L.  LeRoy,  M.D.  was  written  up  in  the  Fall,  1986  issue  of  the  Jefferson 
Alumni  Bulletin.  The  article,  reprinted  from  the  Ursinus  College  Bulletin, 
concerned  his  research  into  pain. 

According  to  John  M.  Levinson,  M.D.,  the  medical  groups  helping  the 
refugees  and  freedom  fighters  in  Afghanistan  need  all  types  of  medical 
equipment.  If  local  physicians  have  any  medical  equipment  they  would  be 
willing  to  donate,  please  get  in  touch  with  Dr.  Levinson,  or  send  him  a detailed 
list  of  the  equipment  available.  Once  he  has  determined  that  it  can  be  utilized 
overseas,  he  will  arrange  its  pick-up  and  shipping.  For  more  information, 
contact  him  at  Aid  for  International  Medicine,  Inc.,  1828  Wawaset  Street, 
Wilmington,  DE,  19806,  or  call  him  at  654-5848  or  655-8290. 

JoAnn  Rosenfeld,  M.D.,  is  the  co-author  of  an  article  on  summer  safety,  which 
was  published  in  the  July- August  issue  of  Rx  Being  Well. 


CLINICAL  MEETINGS  AND  NOTICES 


ANNUAL 
MEETING  OF 
PATHOLOGISTS 


NASAL 
AESTHETIC  AND 
RECONSTRUC- 
TIVE SURGERY 
CONFERENCE 


PHYSICIAN 
SEMINARS  ON 
MEDICAL 
MALPRACTICE 


24TH  ANNUAL 
INFECTIOUS 
DISEASE 
SYMPOSIUM 


The  Annual  Meeting  of  the  United  States-Canadian  Division  of  the 
International  Academy  of  Pathology  will  be  held  at  Palmer  House  in 
Chicago,  Illinois  on  March  8-13,  1987.  Thirteen  specialty  conferences  and  44 
short  conferences  are  only  a few  of  the  events  planned.  For  more 
information,  contact  Dr.  Nathan  Kauffman,  Secretary-Treasurer,  United 
States-Canadian  Division  of  the  International  Academy  of  Pathology, 
Building  , Suite  B,  3515  Wheeler  Road,  Augusta,  GA,  30909,  or  call  404- 
733-7550. 

The  American  Academy  of  Facial  Plastic  and  Reconstructive  Surgery  will 
hold  a conference  on  Rhinoplasty  in  Indianapolis,  Indiana,  April  2-5, 1987. 
It  will  include  cosmetic,  congenital,  post-traumatic,  and  post-ablative  nasal 
surgery.  A multi-disciplinary  faculty  will  add  new  perspectives  to  the 
conference.  For  information,  write  AAFPRD  Foundation,  c/o  1st  American 
Bank  N/A,  740  15th  Street,  NW,  Washington,  D.C.,  20005,  Attn;  Lock  Box 
Department.  Registration  should  be  made  before  March  2,  1987. 

International  Conferences  of  Huntington  Station,  New  York  will,  for  the 
eighth  consecutive  year,  offer  a series  of  cruise/conferences  on  medico-legal 
issues  for  physicians  in  1987.  The  seminars  will  be  offered  by  a prominent 
national  faculty,  and  have  been  approved  for  20-24  CME  Category  I hours. 
Cruise/conferences  have  been  scheduled  in  the  Caribbean,  Mexico,  China/- 
Orient,  Hawaii,  Alaska/Canada,  and  Scandinavia/Russia.  For  more 
information,  contact  International  Conferences,  Suite  C,  189  Lodge  Avenue, 
Huntington  Station,  NY,  11746,  or  call  800-521-0076. 

The  Department  of  Medicine  of  The  Medical  Society  of  Delaware  will  hold 
its  24th  Annual  Infectious  Disease  Symposium  May  4-8,  1987,  at  the 
Delaware  Academy  of  Medicine  in  Wilmington.  For  information,  please 
contact  Dr.  William  J.  Holloway,  Infectious  Disease  Research,  The  Medical 
Center  of  Delaware,  PO  Box  1668,  Wilmington,  DE  19899. 
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A NEW  CHALLENGE  - CHARJTABLE  MEDICAL 
SERVICES 


The  Medical  Society  of  Delaware  and  its 
physician  memhership  have  a longstanding 
tradition  of  assistance  to  the  medically  needy 
and  disadvantaged.  In  order  to  structure  these 
activities  under  the  aegis  of  the  Society,  the 
Board  of  Trustees  established  a subsidiary  in 
1985,  called  the  Medical  Society  of  Delaware 
Charitable  Services  Foundation.  The  charge 
to  the  Foundation  calls  for  the  support  both  in 
direct  medical  care  and  educational  efforts  on 
both  local,  national,  and  international  fronts. 

In  the  past,  physicians  have  traditionally 
donated  their  expertise  both  in  medical  school 
settings  and  private  practice,  on  what  was 
euphemistically  known  as  “the  ward  service.” 
With  the  advent  of  third  party  payors,  this 
group  of  patients  more  or  less  disappeared 
from  the  treatment  scene.  Thus,  the  ideal  of 
returning  to  the  direct  care  of  people  in  need, 
without  the  modern  day  encumbrances  of  de- 
fensive medicine,  insurance  coverage  and  other 
variable  that  impinge  on  treatment  regimens, 
DRGs,  and  so  forth,  has  great  appeal  for  the 
majority  of  us. 
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Prior  to  this  endeavor,  there  have  been  indi- 
vidual physicians,  including  one  local  medical 
charitable  organization  (Aid  to  International 
Medicine),  volunteering  services  both  domes- 
tically and  internationally  in  treatment  and 
medical  educational  ventures. 

In  order  to  unify  these  activities  and  encour- 
age wider  participation,  the  Charitable  Ser- 
vices Committee  is  developing  teams  to  assist 
with  both  domestic  and  international  relief 
efforts  by  delivering  physician  health  services 
in  emergency  and  chronic  situations.  At  its 
most  recent  meeting,  the  Committee  addressed 
at  length  local  means,  including  the  desig- 
nated medically  underserved  areas  of  Wil- 
mington, and  the  state  migrant  farm  workers’ 
health  delivery  system.  The  panorama  of  ideas 
ranging  from  the  use  of  a mobile  health  screen- 
ing van  for  the  elderly  to  medical  education  of 
nurse  practitioners  administering  to  the 
migrant  farm  workers  was  intensively  dis- 
cussed, and  will  be  reassessed. 

The  Committee  has  focused  on  the  develop- 
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merit  of  a working  relationship,  initially  with 
an  established  international  hospital  center. 
This  would  concentrate  our  efforts  on  the 
supplying  of  a diverse  group  of  physicians  — 
generalists  and  specialists,  non-surgical  and 
surgical,  as  well  as  nursing  and  paramedical 
personnel  — and  the  logistical  support  thereof. 
Several  areas,  including  Kabanga  Hospital  in 
Tanzania,  Panama,  and  the  Far  East  are 
being  explored.  Once  the  need  for  intervention 
has  been  established,  the  Charitable  Founda- 
tion will  coordinate  physician  services,  finan- 
cial support  through  private  funds,  and  phar- 
maceutical company  support  and  logistical 
support.  Once  we  have  developed  sufficient 
experience  to  cope  with  the  delivery  of  medical 
care  in  exotic  settings,  the  establishment  of 
medical  SWAT  teams  to  respond  to  domestic 


and  international  crises  in  a timely  manner 
will  be  undertaken. 

If  there  is  any  benefit  from  recent  changes  in 
practice  patterns,  it  is  through  the  develop- 
ment of  collective  practice  groups.  It  is  this 
process  that  will  allow  physicians  to  reach  out 
and  help  their  fellow  man,  and  still  maintain 
the  necessary  practice  coverage. 

I urge  those  of  you  who  have  interest  in  this 
most  worthwhile  effort  to  contact  the  Society 
or  any  member  of  the  Charitable  Services 
Committee,  in  order  that  we  may  develop  a 
broad-based  physician  support  team  to  deliver 
health  care  and  education  to  the  medically 
underserved  and  disadvantaged.  Based  on 
personal  experience  and  that  of  other  members 
of  the  Committee,  you  will  be  well  rewarded  for 
your  efforts. 


Peter  R.  Cog^ns,  M.D. 
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AND  SOME  PSYCHIATRIC  IMPLICATIONS 
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INTRODUCTION 

Snoring  is  not  a symptom  routinely  elicited 
as  part  of  a psychiatric  history.  It  is  often 
viewed  with  amused  tolerance  as  a ubiquitous 
and  benign  nuisance.  Since  obesity  and 
episodes  of  apnea  during  sleep  were  first 
linked  20  years  ago  in  the  Pickwickian 
Syndrome,  medical  implications  of  snoring 
have  been  taken  more  seriously. 

Snoring  is  always  seen  in  obstructive  sleep 
apnea,  defined  as  30  or  more  apneic  episodes 
per  night,  lasting  at  least  ten  seconds  each.* 
Habitual  snoring  has  been  associated  as  a risk 
factor  in  arterial  hypertension,-  angina 
pectoris,*^  cardiac  arrhythmias,*^  and  cerebral 
infarction.'*  In  addition,  it  is  an  underrecog- 
nized symptom  of  hypothyroidism.*"’  A pro- 
spective study  of  more  than  one  million 
Americans  found  abnormal  sleep  patterns  to 
be  associated  with  94%  of  excess  deaths  in  the 
elderly.**  The  authors  speculated  that  sleep- 
disordered  breathing  was  one  of  the  likely 
explanations. 

Dr.  Schweizer  is  Assistant  Profevssor  of  Psychiatry  at  the  llniversity  of 
Pennsylvania. 

I >r.  ('lary  practices  psychiatry  in  Wilmington.  She  is  also  Adjunct  Assistant 
Professor  of  Psychiatry  at  the  I'niversity  of  Pennsylvania,  where  she  is  a 
member  of  the  Private  Practice  Research  Group. 


In  this  report  a case  of  panic  anxiety  and 
habitual  snoring  is  presented,  and  psychiatric 
implications  of  snoring  are  discussed. 

CASE  REPORT 

Mrs.  H.,  a 33-year-old  divorced  mother  of 
seven  children,  came  for  a consultation 
complaining  of  anxiety  of  four  months 
duration,  consisting  of  crescendo  episodes  of 
panic  associated  with  symptoms  of  heart  pal- 
pitations, diaphoresis,  faintness,  tremulous- 
ness, dyspnea,  and  fear  of  dying.  Mrs.  H.  had 
sought  help  in  emergency  rooms  of  local 
hospitals  on  several  occasions,  only  to  be 
reassured  and  sent  home. 

Mrs.  H.’s  medical  history  was  notable  only 
for  her  weight  of  204  pounds  (height  62  inches), 
and  for  a longer  than  five-year  history  of  loud 
nightly  snoring  without  apparent  positional 
variation.  Mrs.  H.  reported  her  usual  bedtime 
as  10:00  p.m.  Sleep  latency  was  subjectively 
normal,  as  was  sleep  maintenance.  Time  of 
awakening  was  normally  7:30  to  8:00  a.m.  She 
reported  frequent  morning  headaches  and 
sleepiness  that  took  several  hours  to  clear 
upon  arising.  She  denied  symptoms  of  nar- 
colepsy, hypnagogic  hallucinations,  som- 
nambulism, or  sleep  paralysis. 
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Mrs.  H.  also  reported  excessive  somnolence 
during  the  day,  causing  her  to  resort  to  late 
morning  naps  several  times  per  week.  She 
evinced  marked  fatigability  and  irritable 
outbursts.  These  daytime  symptoms  may  have 
worsened  around  the  time  of  panic  onset.  Her 
only  medication  was  aspirin  for  headaches. 
Her  family  history  was  remarkable  for  an 
aunt  and  an  uncle,  both  of  whom  were  over- 
weight and  snored,  and  both  of  whom  died  in 
their  sleep. 

Due  to  her  level  of  panic,  Mrs.  H.  was  begun 
initially  on  lorazepam,  1 mg  BID,  with  one 
dose  taken  at  bedtime.  Her  anxiety  improved 
somewhat,  but  she  reported  marked  increase 
in  daytime  “spaciness,”  confusion,  irritability, 
and  fatigue.  She  was  referred  to  a sleep 
laboratory  for  a polysomnographic  evaluation, 
performed  while  she  was  taking  lorazepam, 
which  revealed  a mild  obstructive  sleep  apnea. 
An  average  of  ten  respiratory  events  were 
noted  per  hour,  mostly  obstructive  or  mixed 
apneas.  The  longest  duration  was  30  seconds 
and  the  lowest  oxygen  saturation  82%. 

Her  lorazepam  was  reduced  to  0.5  mg  BID 
and  its  administration  time  shifted  to  earlier 
in  the  day.  Control  of  panic  was  only  partial, 
but  daytime  confusion,  fatigue,  and  irritability 
improved.  Mrs.  H.  was  urged  to  enroll  in  a 
weight  reduction  program  and  counseled  as  to 
further  treatment  options  of  uvulopalato- 
pharyngoplasty  versus  nocturnal  continuous 
positive  airway  pressure  delivered  nasally 
(CPAP).  To  date  she  has  opted  for  neither 
procedure. 

DISCUSSION 

This  case  presentation  illustrates  how  sleep- 
disordered  breathing,  in  the  case  of  snoring, 
can  affect  a patient’s  clinical  picture  and 
influence  the  course  of  psychiatric  treatment. 
Sleep-disordered  breathing  appears  to  com- 
prise a spectrum  of  disturbances  running  from 
snoring  to  sleep  apnea.  More  than  95%  of  sleep 
apneas  have  an  obstructive  component. 

Approximately  10%  to  20%  of  the  general 
population  are  regular  snorers.^  This  contrasts 
with  an  estimated  prevalence  of  1%  for  strictly 
defined  sleep  apnea.^  Prevalence  and  intensity 
of  snoring  is  increased  in  men,  in  the  obese, 
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and  in  older  age  groups,  though  chronic 
snoring  in  childhood  is  well-documented  and 
is  a cause  for  concern.®  There  may  be  an 
underlying  genetic  contribution  to  the  devel- 
opment of  sleep-disordered  breathing.^ 

AlcohoP  and  benzodiazepine  hypnotics^^  ” 
have  both  been  shown  to  precipitate  or  worsen 
snoring,  even  to  the  point  of  provoking  sleep 
apnea.  Benzodiazepines  act  centrally, 
decreasing  respiratory  and  arousal  responses 
to  carbon  dioxide  during  sleep. Benzodiaze- 
pines also  appear  to  act  peripherally  by 
relaxing  oropharyngeal  musculature. Even 
in  asymptomatic  subjects,  nighttime  use  of 
benzodiazepines  routinely  worsens  respira- 
tion.The  “morning  hangover”  and  next  day 
impairments  in  cognitive  and  psychomotor 
performance  that  are  sometimes  observed  after 
bedtime  benzodiazepine  use  may  in  certain 
instances  be  due  not  just  to  long  drug  half-life, 
but  also  to  the  residual  effects  of  impaired 
sleep  respirations.”-^®  This  effect  may  be  most 
pronounced  in  the  elderly  in  whom  heavy 
snoring  approaches  a prevalence  rate  of  50%. 

The  clinical  picture  observed  in  our  patient, 
Mrs.  H.,  is  one  commonly  seen  with  heavy 
snoring,  especially  if  punctuated  by  apneic 
episodes.  Her  low  energy,  depression,  morning 
headache,  and  irritability  were  apparent  before 
treatment  was  begun,  but  worsened  when  she 
took  lorazepam,  with  the  development  of 
“spaciness”  and  confusion.  Shifting  her  dosing 
schedule  to  earlier  in  the  day  provided  partial 
relief  of  symptoms. 

Guilleminault  and  Dement  have  provided  a 
clinical  overview  of  features  commonly 
observed  in  sleep  apnea. ^ Besides  snoring, 
patients  frequently  exhibit  increased  motor 
activity  during  sleep  (even  to  the  point  of 
occasional  sleepwalking),  daytime  fatigue  and 
somnolence  (83%),  hypnagogic  hallucinations 
(40%),  irritable  or  angry  outbursts  (37%), 
morning  headaches  (44%),  impotence  (40%), 
and  a variety  of  other  personality  changes, 
most  notably  anxiety  and  depression  (20%). 

Beutler,  et  al,  found  increased  neurotic  and 
hypochondriacal  traits  in  sleep  apnea  suf- 
ferers.^® Derman  and  Karacan  concur  with 
Guilleminault  that  anxiety,  depression,  and 
hostile  behavioral  outbursts  are  frequent  pre- 
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senting  complaints  of  sleep  apnea  patients.^'^ 
Berrettini  reported  on  a patient  with  paranoid 
psychosis  that  appeared  to  be  triggered  by 
sleep  apnea. 

Our  patient’s  clinical  picture  of  anergic 
depression,  crescendo  anxiety,  and  irritability 
make  sleep-disordered  breathing  an  etiologic 
consideration  in  the  pathogenesis  of  her  psy- 
chiatric state.  It  would  have  been  of  interest  to 
observe  the  impact  of  nocturnal  continuous 
positive  airway  pressure  (CPAP)  treatment  on 
her  dajdime  mood  and  functioning. 

The  clinical  syndrome  of  atypical  depression 
traditionally  encompasses  depressions  nota- 
ble for  their  hypersomnolence,  da5dime  anergy , 
irritability  and  crescendo  anxiety.^®  It  is 
intriguing  to  speculate  that  snoring  might 
contribute  to  this  clinical  picture  in  a subset  of 
cases.  Again,  it  would  be  of  interest  to  observe 
the  effect  of  CPAP  treatment  on  the  clinical 
picture  of  atypical  depressives  who  snore. 

The  recently  increased  research  on  sleep 
and  its  effects  on  respiration  have  highlighted 
several  issues  of  potential  clinical  relevance  to 
psychiatrists  and  primary  care  physicians. 
First,  habitual  snoring  is  probably  not  a 
benign  symptom  that  should  be  taken  lightly 
or  ignored.  It  appears  to  exist  on  a continuum 
with  sleep  apnea  and  may  be  correlated  with  a 
variety  of  medical  and  psychiatric  conditions 
that  might  well  influence  treatment.  From  the 
standpoint  of  differential  diagnosis  the 
symptom  of  heavy  snoring  should  probably  be 
inquired  after  in  chronically  depressed  or 
anxious  patients  who  are  fatigued  and  hyper- 
somnolent  during  the  day  and  evidence  notable 
irritability,  morning  headaches,  or  “hang- 
over.” When  it  comes  to  treatment,  enlightened 
use  of  benzodiazepines,  especially  for  insomnia 
in  the  elderly,  should  include  an  assessment  of 
snoring  and  other  signs  of  sleep-disordered 
breathing.  The  onset  of  increased  irritability, 
morning  headache  and  malaise,  hypersom- 
nolence, or  fatigue  with  benzodiazepine  use 
should  alert  clinicans  to  review  their  treatment 
plan. 
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INTRODUCTION 

Great  gains  have  been  made  in  the  field  of 
cancer  medicine  and  with  the  rapid  discoveries 
in  the  basic  science  of  cancer  biology,  the 
future  looks  even  brighter.  However,  far  too 
many  people  still  die  of  cancer,  especially  the 
common  solid  tumors  of  adults  such  as  lung, 
breast,  and  colon  cancers.  Progress  in  the 
therapy  of  these  cancers  has  been  slow,  and 
the  greatest  hope  for  their  future  control  lies  in 
prevention. 

There  are  three  types  of  prevention.  Primary 
prevention  is  the  elimination  of  the  disease 
before  it  starts.  Secondary  prevention  consists 
of  early  diagnostic  maneuvers  leading  to  eradi- 
cation by  effective  local  therapy  of  premalig- 
nant  and  early  malignant  lesions.  Tertiary 
prevention  is  the  prevention  of  new  cancer  in  a 
patient  already  cured  of  a cancer.  This  article 
illustrates  practical  points  about  secondary 
prevention,  as  prevention  rather  than  therapy 
holds  the  greatest  hope  for  many  of  the  most 
common  cancers. 
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CONCEPTS 

Two  movements  dominating  medicine  today 
are  disease  prevention  (health  maintenance) 
and  cost  containment  emphasizing  efficiency 
of  work-up  and  care.  Sometimes  these  move- 
ments seem  at  odds,  especially  when  review- 
ing screening  tests  for  chronic  diseases.  Can 
screening  recommendations  decrease  deaths 
from  cancer?  Are  they  cost  effective?  How  does 
one  optimize  their  performance? 

Cancer  is  the  second  most  common  cause  of 
death  in  the  United  States,  but  in  a given 
individual  at  a given  point,  it  is  a rare  event. 
Cancers  have  long  preclinical  periods  before 
they  can  be  detected.  These  periods  probably 
account  for  three-quarters  of  the  natural  his- 
tories of  many  cancers.  Some  cancers  spread 
almost  from  inception,  while  others  probably 
reach  a critical  size  before  they  metastasize. 

The  Health  Insurance  Plan  of  New  York 
(HIP)  study  in  breast  cancer  is  the  only  ran- 
domized controlled  trial  with  mortality  as  an 
endpoint  that  proves  a screening  program  to 
be  effective.'  There  are  no  other  definitive 
trials  presently  proving  the  benefits  of  screen- 
ing, but  there  is  much  data  available  that  can 
be  extrapolated.  Sophisticated  mathematical 
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TABLE  1 

BENEFITS  OF  SCREENING 

Probability  of  Magnitude 
Reducing  Mortality  of  Benefit 


Ovarian  Cancer 

35% 

3% 

Endometrial  cancer 

69% 

11% 

Lung  cancer 

60% 

2% 

Breast  cancer 
Physical  exam  and 
mammography  < 50 

80% 

29% 

Self  exam 

80% 

15% 

Physical  exam  and 
mammography  > 50 

94% 

38% 

Colon  cancer 
Stool  blood  test 

82% 

18% 

Sigmoidoscope 

87% 

36% 

Cervical  cancer 
Pap  smear 

87% 

88% 

models  have  been  produced,  using  the  data  to 
show  potential  benefits.  Dr.  David  Eddy  gener- 
ated the  data  listed  in  Table  1,  showing  the 
likelihood  that  screening  will  reduce  mortality, 
and  the  degree  of  this  reduction  for  certain 
screening  tests  in  certain  cancers.^  For  some 
cancers  (ie,  those  of  the  lung,  ovary,  and 
endometrium),  there  is  a good  chance  of  a 
survival  benefit;  but  the  magnitude  of  this  is 
very  small,  while  for  other  cancers,  the  mag- 
nitude of  reduction  is  significant  (ie,  colon, 
breast,  and  cervix). 

Characteristics  of  a cancer  that  would  prove 
favorable  to  screening  are  listed  in  Table  2.^ 
There  should  be  a poor  prognosis  when  treated 
after  symptoms  develop.  This  applies  to  most 
cancers,  but  there  are  notable  exceptions  (eg, 
the  low  grade  lymphomas).  There  should  also 

TABLE  3 

CHARACTERISTICS  OF  A CANCER 
FAVORABLE  FOR  SCREENING 

1 . Poor  prognosis  in  symptomatic  stage 

2.  High  prevalence  in  population  screened 

3.  Detectable  presymptomatic  stage 

4.  Improved  prognosis  of  cancers  found  by 

screening 

5.  Consensus  on  efficacy  of  treatment  of  early 

disease 

6.  Test  must  be  available 
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be  a high  prevalence  in  the  population 
screened;  consideration  of  risk  factors  is  thus 
important  in  selecting  the  population  for 
testing. 

Critics  of  screening  programs  often  invoke 
two  important  biases:  the  lead-time  and  the 
length-time  biases.  These  biases,  however,  do 
not  explain  the  benefit  of  screening  in  the  HIP 
study,  nor  the  proposed  benefits  of  the  mathe- 
matical models. 

Another  concept  to  be  considered  is  that  the 
test  itself  must  meet  certain  criteria.  Sensitiv- 
ity, specificity,  and  predictive  value  are  defined 
in  Figure  1.  To  illustrate.  Figure  2 lists  two 
examples  with  sensitivity  of  80%  (that  is,  four 
of  five  cancers  will  have  a positive  test),  and 
specificity  of  99%  (that  is  99  of  100  without  the 
disease  will  have  a negative  test).  These  num- 
bers are  well  within  the  range  of  what  is 
actually  seen  with  many  screening  tests,  such 
as  mammography.  Note  how  the  predictive 
value  can  be  influenced  by  the  population 
assessed. 

To  improve  the  sensitivity,  follow  the  direc- 
tions for  the  test  as  closely  as  possible.  To 
improve  the  predictive  value,  apply  the  test  to 
a population  with  a higher  prevalence  of  the 
disease  you  are  looking  for  (ie,  people  with  risk 
factors). 

The  final  concept  in  screening  is  the  appro- 
priate timing  of  tests.  This  will  help  to  maxi- 
mize the  cost-effectiveness.  Mathematical  mod- 
els have  been  developed  by  Eddy  and  others  to 
address  this,  and  are  illustrated  in  Figure  3. 
The  point  of  greatest  cost  effectiveness  is 
designated  by  the  X.  Formulations  like  these 
are  used  by  policy  planners,  such  as  the 
American  Cancer  Society  (ACS),  to  optimize 
cost  effectiveness  of  tests. 

Breast  Cancer 

Breast  cancer  is  the  most  common  cancer  in 
women,  but  lung  cancer  has  recently  exceeded 
it  as  the  number  one  cause  of  cancer  deaths 
among  women.  One  of  every  eleven  women 
will  develop  breast  cancer.  There  were  123,000 
new  cases  in  1986,  with  400  new  cases  and  125 
deaths  in  Delaware  alone.* 

*A11  incidence  figures  are  from  Facts  and 
Figures  1986,  American  Cancer  Society. 

Del  Med  Jrl,  February  1987— Vol.  59,  No.  2 


Screening  For  Cancer:  Concepts  and  Specific  Strategies-O’Donnell 


Figure  1 


Disease  Status 

Present 

Absent 

Positive 

Test 

A 

C 

Negative 
Sensitivity  = A 
A+B 

Specificity  = D 
C+D 

B 

D 

Predictive  value  of  a positive  test  = A 

A+C 

There  are  three  important  concepts  in  screen- 
ing for  breast  cancer  (and  of  course,  in  many 
other  cancers): 

1.  The  predictive  value  of  a positive  test 
can  be  greatly  increased  by  applying  the 
test  to  a population  with  a high  prevalence 
of  the  disease  (ie,  those  with  risk  factors); 

2.  The  sensitivity  and  specificity  of  a test 
can  be  greatly  influenced  by  how  well  it  is 
performed.  The  literature  reports  sensitivi- 
ties between  50  and  90%  for  mammography. 
Attention  to  technique,  detail,  and  state-of- 
the-art  equipment  can  maximize  test 
performances; 

3.  What  we  do  in  practice  is  not  truly 
screening,  but  case  finding.  We  apply  the 
test  to  people  who  come  under  our  care,  and 
this  may  be  a different  population  than  the 
screening  concept  of  “all”  women  getting 
the  test. 

There  are  several  risk  factors  for  breast 
cancer  listed  in  Table  3.  Family  history  is 
especially  important,  as  shown  in  Table  4.  The 
risk  of  fibrocystic  changes  has  recently  been 
elucidated.^  There  are  two  types  of  fibrocystic 
disease:  nonproliferative,  which  does  not  carry 
an  increased  risk  of  cancer,  and  proliferative 
disease,  which  does.  The  latter  is  divided  into 
hyperplasia  without  atypia,  and  atypical 
hyperplasia.  Atypical  hyperplasia  only 
accounts  for  4%  of  women  with  fibrocystic 
disease,  but  women  with  this  pathological 
lesion  have  a five  times  greater  risk,  and  if 
there  is  a family  history  associated  with  this 
type  of  lesion,  the  risk  is  11  times  greater. 

One  of  the  problems  with  evaluating  the 
importance  of  risk  factors  in  breast  cancer  is 


Figure  2A 


Sensitivity  = 80% 

Specificity  = 99% 

Prevalence  of  the  disease  = 300/100,000 


Present  Absent 

Positive  240  290 

Test 

Negative  60  98,703 

240 

Predictive  value  of  a positive  test  = 

240  + 997 


Figure  2B 


Sensitivity  = 80% 

Specificity  = 99% 

Prevalence  of  the  disease  = 50/100 

Present  Absent 
Positive  400  5 

Test 

Negative  100  495 

Predictive  value  of  a positive  test  = 98.8% 


that  75%  of  cases  occur  in  people  without 
obvious  risk  factors.  It  is  to  be  hoped  that  in 
the  future,  molecular  techniques  will  help  to 
better  define  people  at  risk  by  defining  bio- 
chemical markers  of  risk. 

The  American  Cancer  Society  (ACS)  sug- 
gests three  screening  tests  for  early  detection 
of  breast  cancer:  breast  physical  exam  every 
three  years  from  ages  20-40  and  yearly  after 
40;  breast  self-exam  monthly  after  age  20;  and 
mammography  yearly  after  age  40.  Two  major 
studies,  the  HIP  and  Breast  Cancer  Detection 
and  Demonstration  Project  (BCDDP),^  have 
demonstrated  that  screening  works,  showing 
a 30%  increase  in  survival  in  the  screened 
population.  For  the  HIP  study,  the  benefit  was 
seen  for  women  older  than  50;  mammography 
equipment  was  much  better  in  the  later 
BCDDP  and  45%  of  cancers  were  detected  by 
mammography  only.® 
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FIGURE  3 

Summary  Of  Costs  Versus  Effectiveness  Of 
Screening  For  Five  Diseases.  (Reprinted  With 
Permission  From  Prentice-Holl,  Inc.) 

Mathematical  models  have  shown  the  impor- 
tance of  the  hreast  exam.  Eddy  believes  that 
two-thirds  of  the  benefit  of  a screening  pro- 
gram can  come  from  the  properly  done  physi- 
cal exam,  especially  in  a case-finding  situa- 
tion. The  problem  is  that  we  as  physicians 
often  do  a cursory,  incomplete  exam  and/or 
we  are  unsure  of  our  fingers’  ability  to  detect 
cancer.  At  Dartmouth,  we  have  purchased  a 
videotape  which  reviews  the  teaching  of  breast 
self-examination  to  students,®  but  it  is  also  a 
wonderful  review  of  breast  exam  for  the  prac- 
ticing physician.  One  student  has  recently 
detected  two  early  breast  cancers  by  physical 
exam  on  his  six-week  primary  care  rotation! 

The  second  major  recommendation  for  detec- 
tion of  breast  cancer  is  breast  self-exam  (BSE). 
Women  who  practice  BSE  detect  cancers  at 
earlier  stages.^  The  problem  is  that  not  many 
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women,  even  after  a cancer  has  been  removed 
from  the  other  breast,  practice  this  technique.® 
Disincentives  include  the  patient’s  distrust  of 
her  own  judgement,  the  discomfort  of  the 
exam  and  especially  the  fear  of  finding  cancer 
and  the  possible  sequellae.  If  we  can  use 
educators’  methods  to  teach  and  encourage 
the  use  of  BSE,  perhaps  more  of  our  patients 
would  practice  it.  The  film  mentioned  above 
tells  how  to  teach  BSE  without  causing  fear, 
motivating  the  patient  to  join  a partnership 
with  her  physician  to  detect  early  cancer. 

The  third  and  most  controversial  recom- 
mendation is  the  mammogram.  There  is  no 
question  that  mammography  detects  the  earli- 
est cancers,  but  why  is  it  not  practiced  more? 
There  are  three  reasons:  fear  of  radiation, 
availability  of  equipment,  and  most  impor- 
tantly, cost.  Fear  of  radiation  has  been  over- 
done in  the  popular  press.  The  risk  of  develop- 
ing cancer  is  minimal,  and  the  benefits  out- 
weigh the  risks.  The  risk  of  dying  from  breast 
cancer  from  a mammogram  would  be  equal  to 
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TABLE  3 

BREAST  CANCER  RISKS 

*1.  Age 

*2.  Family  history 

*3.  Prior  personal  history  of  breast  cancer 

4.  Early  menarche  - late  menopause 

5.  Late  age  at  first  childbirth 

6.  Obesity 

7.  Radiation  exposure 

8.  DES  use  in  pregnancy 

9.  Fibrocystic  “disease”  (See  text) 

10.  Flistory  of  endometrial,  ovarian,  and/or 
i colon  cancer 

*Major  Risks 

the  risk  of  dying  from  driving  a car  100  miles, 
riding  in  an  airplane  cross  country,  or  riding  a 
bike  ten  miles.^ 

Mammographic  equipment  is  improving  all 
the  time,  providing  better  images  with  less 
radiation.  To  improve  the  sensitivity  of  a test, 
the  equipment  should  be  as  good  as  possible, 
the  technicians  must  be  careful  in  their  adher- 
ence of  appropriate  procedures,  and  the  film 
reader  should  be  skillful  and  experienced  in 
the  pitfalls  of  interpretation.  Mammography 
is  not  a perfect  test.  The  usual  sensitivity  is 
probably  somewhere  around  80%,  and  given 
the  prevalence  of  the  disease,  the  predictive 
value  of  a positive  test  is  about  10-20%.  This 
means  that  only  one  out  of  every  five  to  ten 
biopsies  will  actually  show  cancer,  and  in 
many  screening  studies  this  is  the  actual  case. 

This  leaves  cost  as  the  major  stumbling 
block.  Mammography  is  expensive,  especially 
when  done  in  a diagnostic  department  as  a 
case  finding  situation,  instead  of  at  a lower 

TABLE  4 

FAMILY  HISTORY 


Risk  in  First  Degree  Lifetime 


Patient 

Relative  Risk 

Pre-menopausal 

3.1x 

28% 

Post-menopausal 

1.5x 

14% 

Bilateral  Breast  Cancer 

5.4x 

49% 

Premenopausal 

8.8x 

79% 

Postmenopausal 

4.0x 

36% 
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cost  in  a government  supported  screening 
program.  Furthermore,  most  insurance  poli- 
cies do  not  cover  screening  mammograms. 

Those  are  the  negative  aspects,  but  mam- 
mography is  a good  and  important  test.  I 
believe  if  there  are  risk  factors,  especially 
family  history,  a prior  cancer,  or  a history  of 
atypical  hyperplasia  on  a previous  biopsy,  the 
American  Cancer  Society  (ACS)  recommenda- 
tions should  be  followed.  What  should  you  do 
if  there  are  no  risk  factors  (this  is  where  75%  of 
cancer  comes  from)?  In  the  best  of  all  worlds, 
the  recommendations  of  the  ACS  would  pro- 
duce the  greatest  benefit.  But,  given  the  avail- 
ability of  equipment  and  cost  considerations, 
a practical  approach  would  be  to:  1)  perform 

as  good  a physical  exam  as  possible;  2)  teach 
BSE;  3)  if  you  are  not  sure  of  your  exam, 
order  a mammogram  (this  is  then  a diagnostic 
study,  which  insurance  should  cover).  If  pos- 
sible, try  to  do  mammograms  every  one  to  two 
years  in  women  over  40  without  or  with  minor 
risk  factors,  and  emphasize  to  them  the  impor- 
tance of  physical  exam  and  breast  self-exam. 
Three  other  points  need  to  be  made  about 
mammography: 

1.  Mammography  and  physical  exam  are 
complementary.  If  you  feel  a suspicious 
area,  but  the  mammogram  is  negative,  it 
should  be  biopsied; 

2.  If  the  mammographer  tells  you  he  is 
sure  there  is  a cancer,  but  the  biopsy  is 
negative,  make  sure  the  right  area  was 
biopsied; 

3.  Remember,  if  there  is  a lump,  then  what 
is  being  done  is  a diagnostic  mammogram. 
All  women  with  suspicious  lumps  should 
have  a mammogram,  and  it  is  recommended 
that  women  who  will  undergo  augmentive 
or  reductive  breast  surgery  should  also  have 
a preoperative  study. 

Other  breast  imaging  techniques  are  re- 
viewed by  Kopans.^ 

Colorectal  Cancer 

There  were  140,000  new  cases  of  colorectal 
cancer  and  60,000  deaths  in  1986.  In  Delaware, 
there  were  400  new  cases  and  200  deaths. 

In  recent  years,  the  distribution  of  colon 
cancer  has  moved  more  proximally;  the  prog- 
nosis, stage  for  stage,  is  better  than  in  the  past 
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(it  is  unclear  why)  and  screening  programs 
have  been  shown  to  detect  earlier  stage  lesions. 
In  93%  of  the  patients,  the  cancer  occurs  after 
age  50.  The  disease  affects  the  sexes  equally, 
and  nonwhites  have  a worse  prognosis. 

Risks  are  listed  in  Table  5.  People  with  one 
colon  cancer  have  a 3-5%  chance  of  having  a 
synchronous  one,  a 7%  chance  of  developing 
another,  and  a 21%  chance  of  having  polyps, 
which  are  premalignant  lesions.  There  are 
three  types  of  polyps:  hyperplastic,  which  are 
probably  not  premalignant,  adenomatous, 
and  villous,  both  of  which  are  premalignant. 
Four  percent  of  the  United  States  population 
has  polyps  at  age  40,  and  10%  at  age  70. 

A history  of  colon  cancer  in  one’s  family 
puts  first  degree  relatives  at  three  to  four  times 
increased  risk  compared  to  the  general  popula- 
tion. However,  some  families  with  an  even 
greater  risk  can  be  identified.  In  addition,  rare 
familial  syndromes  associated  with  colon 
cancer  are  familial  polyposis,  Peutz-Jeghers’ 
syndrome,  and  Gardner’s  syndrome.  There  is 
also  probably  a slightly  increased  risk  in 
people  with  juvenile  polyposis.  Recently,  investi- 
gators at  Johns  Hopkins  have  discovered  an 
enzyme  test  of  the  colonic  mucosa  which  can 
detect  the  50%  of  family  members  of  patients 
with  familial  polyposis  (which  is  an  auto- 
somal dominant  disease)  who  will  go  on  to 
develop  polyps  and  cancer. Early  surgery 
can  then  be  performed  on  this  group.  All  these 
groups  with  higher  risk  should  be  screened. 

For  the  general  population,  three  screening 
tests  are  recommended:  the  rectal  exam,  the 
stool  blood  test,  and  proctosigmoidoscopy. 
Now  only  about  10%  of  cancers  can  be  detected 

TABLE  5 

COLON  CANCER  RISKS 

1 . Age  (93%  > 50  years  old) 

2.  Prior  history  of  colon  cancer 

3.  History  of  polyps 

4.  Family  history 

5.  Syndromes 

a.  Familial  polyposis 

b.  Gardner’s  syndrome 

c.  Peutz-Jegher’s  syndrome 

d.  Juvenile  polyposis 

6.  Ulcerative  colitis/Crohn’s  disease 
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by  the  rectal  exam,  because  of  the  trend  in 
distribution  of  cancers  more  proximally.  There 
have  been  no  studies  to  date  proving  that 
screening  by  rectal  exam  increases  survival, 
but  it  is  safe  and  easily  performed,  and  should 
be  part  of  the  recommended  general  physical 
exam  in  patients  over  age  40. 

The  second  test  is  the  stool  blood  test,  which 
should  also  be  performed  yearly  after  age  40. 
The  Hemoccult-2"‘>  is  the  test  most  commonly 
used.  This  test  detects  2-4  ml  of  blood  per  100 
gm  o f stool,  an  amount  about  50%  greater  than 
is  normally  lost  each  day. 

The  patient  must  prepare  for  the  test  by 
avoiding  red  meat,  aspirin,  nonsteroidal  anti- 
inflammatory  drugs,  vitamin  C,  and  by 
increasing  the  intake  of  roughage.  The  test 
should  not  be  taken  if  a recent  nosebleed  has 
occurred.  Two  specimens  should  be  obtained 
from  each  of  three  consecutive  stools  and 
brought  to  the  physician  immediately,  since  a 
delay  of  four  days  may  turn  a weakly  positive 
test  negative.  Any  blue  color  within  30  seconds 
is  considered  positive.  There  is  a quality  con- 
trol area  on  most  slides.  A drop  of  developing 
solution  is  placed  between  the  positive  and 
negative  control  areas  and  the  positive  area 
should  turn  blue.  This  not  only  gives  the 
physician  an  indicator  of  the  blue  color  he  is 
looking  for,  but  also  tests  the  slide  quality 
itself." 

There  are  currently  ongoing  controlled  trials 
on  the  use  of  the  stool  blood  test,  but  data  from 
uncontrolled  trials  show  that  the  test  is  well 
accepted  by  both  patients  and  physicians. 
There  is  a 2-5%  rate  of  positive  tests,  with  from 
30-50%  of  positives  having  either  polyps  or 
cancer.  The  predictive  value  of  a positive  test 
for  cancer  is  actually  8%.  Cancers  detected  by 
hemoccults  are  more  likely  to  be  early  stage 
lesions. 

Problems  with  the  test  include  the  rate  of 
false  negatives.  Careful  studies  have  shown 
that  72%  of  polyps  and  24%  of  cancers  are 
without  blood  for  the  three-day  test  period.’^ 
Another  problem  is  in  the  rate  of  false  pos- 
itives. Since  30-50%  of  lesions  are  due  to 
neoplasia,  50-70%  are  not.  Work-up  usually 
defines  some  type  of  pathology,  but  it  may  be 
costly  and  uncomfortable  to  the  patient. 
Quality  control  of  the  test  and  testers  should 
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be  checked.  There  are  many  new  and  more 
sensitive  tests  becoming  available,  but  cur- 
rently they  are  too  costly  and  time-consuming 
for  recommended  use.^^’^®  The  Hemoccult-2® 
test  is  currently  the  best  choice,  but  in  the 
future,  other  tests  may  succeed  this  relatively 
inexpensive  and  nonspecific  test. 

The  third  recommendation  is  proctosigmoid- 
oscopy. Two  yearly  exams  are  recommended 
after  age  50  and  if  negative,  repeated  every  3-5 
years  thereafter.  One  of  the  most  impressive 
studies  in  cancer  screening  was  done  by  Gil- 
bertson.^^ He  showed  that  the  incidence  of 
rectal  cancers  was  greatly  reduced  in  a 
screened  population.  Proctoscopy  discovers  a 
cancer  in  only  one  of  every  500  exams  of 
average  risk  patients.  However,  removal  of 
polyps,  the  premalignant  lesions,  greatly 
reduces  risk. 

Problems  with  proctoscopy  include  patient 
discomfort,  physician  reluctance  to  do  an 
uncomfortable  exam,  the  risk  of  bowel  perfo- 
ration, and  especially,  cost.  The  rigid  procto- 
scope which  is  in  most  common  use,  is  often 
not  inserted  to  its  full  length.  The  depth  of 
insertion  is  usually  between  13  to  16  cm.^^ 

Flexible  fiberoptic  scopes  have  recently  been 
utilized  and  are  both  more  easily  tolerated  by 
the  patient  and  able  to  facilitate  detection  of 
more  lesions.  A 60  cm  sigmoidoscope  is  cur- 
rently in  use,  but  this  should  be  used  only  by 
trained  physicians.  Recently,  a 35  cm  flexible 
sigmoidoscope  has  been  introduced.  This  is 
easier  to  use,  especially  by  physicians  without 
the  special  training. 

One  of  the  major  hurdles  to  the  use  of 
sigmoidoscopy  is  cost.  It  is  the  most  costly 
colorectal  screening  procedure,  and  flexible 
sigmoidoscopes  are  even  more  costly.  As  in 
breast  cancer,  people  at  risk  should  be 
screened.  For  others,  one  has  to  weigh  the 
potential  benefits  of  discovering  and  removing 
polyps  and  cancer  against  cost  and  incon- 
venience. I feel  that  the  recommendation  of 
sigmoidoscopic  examinations  every  five  years 
after  50  years  of  age  is  reasonable.  Remember, 
there  is  no  effective  therapy  after  dissem- 
ination has  occurred. 

Just  as  the  breast  exam  and  mammography 
are  complementary  procedures  for  breast 
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cancer  diagnosis,  so  too,  are  hemoccult  testing 
and  proctoscopy  complementary  for  colon 
cancer  screening.  Of  course,  patients  with 
symptoms  or  positive  stool  blood  tests  should 
be  thoroughly  examined.  Eddy  estimates  that 
the  cost  per  y ear  o f increased  li  fe  expectancy  is 
$500  for  colon  cancer  screening,  while  for 
treating  hypertension,  the  cost  is  $10,000  per 
year  of  increased  life  expectancy. 

Cervical  Cancer 

The  control  of  cervical  cancer  is  a success 
story  for  screening.  Cervical  cancer  is  the 
second  most  common  malignancy  of  the 
female  reproductive  tract,  affecting  2%  of 
women.  There  are  16,000  cases  per  year  of 
invasive  cervical  cancer  in  the  United  States, 
and  45,000  cases  of  in  situ  cancer.  In  Dela- 
ware, there  were  150  cases  and  20  deaths  from 
uterine  cancer  in  1986.  Over  the  past  20  years, 
through  the  use  of  the  Papanicolaou  (Pap)  test, 
preinvasive  cancer  is  being  more  commonly 
diagnosed.  Because  of  this,  there  is  less  inva- 
sive cancer  found,  and  hence  a dramatic  low- 
ering of  the  death  rate. 

The  most  important  risk  factor  for  cervical 
cancer  is  the  early  onset  of  sexual  activity  with 
multiple  partners.  Other  risks  are  socioeco- 
nomic class  and  cervical  dysplasia.  It  is  now 
known  that  cervical  cancer  represents  a con- 
tinuous spectrum  of  epithelial  changes  that 
occur  over  time.  The  earliest  phase  is  called 
cervical  intrapithelial  neoplasia  (GIN)  grade  I 
(or  mild  dysplasia).  This  can  be  diagnosed 
when  undifferentiated  atypical  cells  occupy 
one-third  of  the  epithelium.  In  GIN  grade  II 
(moderate  dysplasia)  the  cells  occupy  three- 
quarters  of  the  epithelium.  With  GIN  grade  HI 
(severe  dysplasia  or  carcinoma  in  situ),  the 
cells  occupy  the  whole  epithelium.  The  next 
phase  is  frank  invasion,  which  may  be  micro- 
or  macroscopic.  Prognosis  becomes  worse  with 
more  severe  changes  in  the  spectrum.  A 100% 
cure  rate  can  be  attained  in  GIN  grades  I-III. 

Improving  the  sensitivity  of  a test  can 
improve  its  usefulness.  In  the  literature,  the 
sensitivity  o f the  Pap  test  has  been  reported  to 
be  as  low  as  67%;'^‘  simple  attention  to  detail 
can  improve  this  up  to  90%.  Factors  leading  to 
decreased  sensitivity  include  poor  preparation 
of  the  patient,  examination  technique,  labora- 
tory technique,  and  follow-up  on  positive 
reports.  The  patient  should  be  encouraged  not 
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to  douche  or  have  a tub  bath  for  24  hours  prior 
to  the  exam.  Lubricant  should  not  be  used. 
Since  cancer  begins  in  the  transformation 
zone  between  the  glandular  and  squamous 
epithelium,  samples  must  be  taken  from  there. 
Often,  this  area  is  not  visible,  especially  as  the 
patient  increases  in  age.  Some  examiners 
recommend  the  use  of  a moistened  saline  swab 
passed  through  the  cervical  os,  especially  if 
the  zone  is  not  clearly  seen.  The  specimen 
should  be  spread  thinly  and  evenly  on  the  slide 
and  fixed  immediately  with  the  spray  can  of 
fixative  held  about  one  foot  away.  The  slide 
should  be  carefully  labeled.  The  laboratory 
should  also  be  periodically  checked  for  quality 
control.  There  should  be  an  integrated  report- 
ing system,  with  physicians  being  familiar 
with  the  terms  used  on  reported  results.  In  one 
study,  no  action  was  taken  on  30%  of  positive 
reports. 

Another  way  to  optimize  cervical  cancer 
screening  is  to  optimize  the  timing.  Because  of 
the  usual  long  natural  history  of  the  disease, 
both  mathematical  models  and  much  expe- 
rience support  taking  Pap  smears  every  three 
years,  after  two  negative  studies  done  one  year 
apart  (most  gynecologists  still  favor  yearly 
screens).  Routine  Pap  smears  should  begin 
when  sexual  activity  commences,  and  con- 
tinue through  age  60.  A practical  approach 
would  be  to  do  yearly  smears  for  high  risk 
women,  and  Pap  smears  every  three  years  for 
all  others. 

The  ACS  does  recommend  a yearly  pelvic 
exam. Careful  palpation  of  the  uterus  and 
ovaries  is  essential.  Remember,  if  the  ovary  is 
palpable  post-menopausally,  this  suggests 
possible  ovarian  cancer.  Risks  for  endometrial 
cancer  include  age  greater  than  40,  obesity,  a 
history  of  anovulatory  cycles,  infertility,  and 
the  use  of  estrogen  hormones.  In  this  group, 
consideration  should  be  given  to  doing  en- 
dometrial tissue  sampling  after  menopause. 
Abnormal  uterine  bleeding  warrants  thorough 
evaluation.  Also,  the  gynecologic  exam  is  an 
excellent  time  to  emphasize  health-related 
issues,  such  as  breast  self-examination,  and 
modifying  risk  factors  in  general. 

Prostate 

Prostate  cancer  is  the  third  leading  cause  of 
cancer  deaths  in  men,  and  accounted  for  90,000 
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new  cancer  cases  and  26,000  deaths  in  1986.  In 
Delaware  there  were  250  new  cases  and  70 
deaths.  It  is  a common  finding  at  autopsy,  and 
some  call  it  “the  cancer  men  die  with  rather 
than  of.”  Unfortunately,  this  is  not  accurate, 
since  so  many  men  still  suffer  with  and  die 
from  this  cancer. 

The  key  to  early  diagnosis  is  the  rectal 
exam,  which  is  recommended  yearly  after  age 
40.  It  is  suggested  that  nodules  as  small  as  2 
mm  can  be  felt  by  the  experienced  finger.  I 
prefer  to  examine  patients  in  the  standing 
position  with  elbows  resting  on  the  examin- 
ation table,  toes  pointed  inward,  and  knees 
bent.  The  examining  finger  should  be  well- 
lubricated  and  gently  passed  through  the 
sphincter  to  reduce  spasm.  Examine  the  gland 
systematically  from  left  to  right.  Some  suggest 
bending  the  tip  of  the  finger  slightly,  which 
allows  for  more  discrimination  of  nodules 
deeper  in  the  substance  of  the  gland,  or  having 
the  patient  Valsalva  during  the  exam,  which 
brings  the  gland  toward  the  examining  finger. 

Some  have  suggested  that  the  recent  advan- 
ces in  assaying  acid  phosphate  by  RIA  will 
make  it  a valuable  screening  test  in  asymp- 
tomatic men.  However,  applying  the  actual 
numbers  obtained  for  sensitivity  and  speci- 
ficity of  this  test  to  the  population  in  the 
United  States  known  to  have  the  highest 
prevalence,  it  is  found  that  only  0.44%,  or  one 
patient  in  244,  with  a positive  test  will  have 
prostate  cancer.  ^3  Rectal  exam  remains  the 
key  test. 

Melanoma 

Malignant  melanoma  accounts  for  only  1% 
of  cancer  deaths,  though  the  incidence  of  this 
disease  is  rising  faster  than  any  other  neo- 
plasm, other  than  lung  cancer  in  women.  Risk 
factors  for  melanoma  include  fair  skin,  a 
history  of  significant  sun  exposure,  especially 
a history  of  a sunburn  which  has  blistered, 
and  the  rare  genetic  defect  of  DNA  repair, 
xeroderma  pigmentosa.  Six  percent  of  melano- 
mas are  also  found  to  run  in  families.  Recently, 
a high  risk  familial  syndrome,  dysplastic 
nevus  syndrome, has  been  recognized. 
Families  are  being  increasingly  identified  by 
attention  to  pigmented  lesions.  It  is  important 
to  recognize  dysplastic  nevi  because  the  life- 
time risk  in  family  members  approaches  100%, 
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and  early  detection  can  produce  cure.  An 
informative  color  atlas  has  been  published, 
and  every  practitioner  should  study  the  details 
given. 

During  a physical  exam,  every  mole  a patient 
has  should  be  inspected.  A normal  Caucasian 
has  about  15-20  moles.  The  ACS  suggests  that 
early  warning  signs  for  melanoma  should 
include  changes  in  size,  bleeding,  or  ulceration 
in  a mole.  These  are  often  later  signs  of 
melanomas,  and  occur  where  invasion  and 
metastasis  are  more  likely.  The  earliest  signs 
are  given  in  Table  6,  and  include  variegated 
color  especially  shades  of  red,  white,  and  blue, 
and  the  presence  of  a notch  or  an  irregular 
border. Normal  moles  are  usually  smaller 
than  1 cm,  while  melanomas  are  more  likely  to 
be  larger.  Melanomas  should  be  diagnosable 
before  deep  invasion  has  occurred  by  simple 
attention  to  the  detail  of  a patient’s  pigmented 
lesions. 

Other  Cancers 

Tragically,  the  incidence  of  lung  cancer 
continues  to  increase  worldwide.  It  has  long 
been  the  leading  cause  of  cancer  death  in  men 
in  the  United  States,  and  recently  has  become 
the  leading  cause  of  cancer  death  among 
women.  Attempts  at  early  diagnosis  by  fre- 
quent chest  x-rays  in  asymptomatic,  high  risk 
men  have  not  been  successful  in  increasing 
survival.  Recently,  physicians  at  the  Mayo 
Clinic,  Johns  Hopkins,  and  Memorial-Sloan 
Kettering  have  screened  high  risk  patients  by 
frequent  sputum  cytologies  plus  x-rays,  and 
although  the  survival  may  be  slightly  in- 
creased, the  benefit  is  marginal  and  expen- 
sive. Many  feel  the  money  would  be  much 

TABLE  6 

EARLY  SIGNS  OF  MALIGNANCY  IN  A 
PIGMENTED  LESION 

1 . Variegated  color  - especially  shades  of  red, 
white  or  blue 

2.  Irregular  border  and  an  angular  indentation 
or  notch 

Later  Signs 

3.  Increase  in  size  or  change  in  color 

4.  Irregular  elevation  of  the  surface 

Late  Signs 

5.  Bleeding,  ulceration,  pain 

Del  Med  Jrl,  February  1987— Vol.  59,  No.  2 


more  usefully  spent  in  trying  to  influence 
smoking  habits.  Lung  cancer  is  largely  a 
preventable  disease  and  physicians  should 
attempt  to  influence  individual  patients  to 
stop  or  to  never  start  smoking.  Probably  even 
more  importantly,  physicians  should  help  to 
develop  educational  programs  in  their  com- 
munities on  the  dangers  of  smoking,  and 
influence  legislators,  insurers,  and  employers 
to  foster  anti-smoking  activity.^® 

Head  and  neck  cancer  is  another  smoking- 
related  cancer.  Other  risk  factors  include  alco- 
hol use,  poor  oral  hygiene,  and  smokeless 
tobacco  use.  Recently,  the  latter  has  become 
increasingly  popular,  especially  among  young 
athletes.  Many  dentists  are  currently  doing  a 
wonderful  job  of  screening  for  oral  cancer. 
Physicians  often  do  a cursory,  superficial 
exam  of  the  oral  cavity.  Attention  to  detail 
may  help  in  recognition  of  early  oral  cancers 
and  premalignant  lesions.  Special  attention 
should  be  given  to  heavy  smokers,  alcohol 
abusers,  and  patients  who  use  smokeless 
tobacco  products. 

Self-examination  for  young  males  has  been 
suggested  as  a means  of  early  detection  for 
testicular  cancer.  There  often  is  a long  delay 
between  a patient  noticing  a testicular  mass 
and  his  seeking  medical  attention.  Heightened 
awareness  of  the  curability  of  testicular  cancer 
may  be  able  to  lessen  the  fear  of  a patient  with 
a testicular  mass. 

Delaware  physicians  should  be  aware  that 
the  highest  incidence  of  bladder  cancer  in  the 
United  States  is  in  the  communities  across  the 
Delaware  River  in  New  Jersey.  Workers  in  the 
chemical  industry  are  at  increased  risk,  and  a 
yearly  urinalysis  for  microscopic  hematuria 
would  be  reasonable. 

In  other  parts  o f the  world,  screening  is  done 
for  gastric  cancer  (Japan),  esophageal  cancer 
(China),  nasopharyngeal  cancer  (by  E.  B.  virus 
titers  in  Cantonese  Chinese),  and  hepatoma 
(by  alphafetoprotein  levels,  in  Africa  and 
China). 

The  most  perfect  cancer  for  which  to  screen 
is  medullary  carcinoma  of  the  thyroid  in  the 
familial  form.  The  prevalence  is  50%  in  family 
members,  since  its  inheritance  is  autosomal 
dominant,  and  there  is  not  only  a good  marker 
for  the  disease  (ie,  calcitonin  levels)  but  also  a 
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good  provocative  test  (calcium  or  pentagastrin 
infusions)  to  stimulate  production  of  calci- 
tonin in  family  members  with  cancer  but 
normal  baseline  calcitonin. 

CONCLUSION 

Secondary  prevention  has  a great  chance  of 
reducing  mortality  from  cancer.  As  more  tests 
become  available,  and  the  current  tests  become 
more  accurate  and  less  costly,  it  remains  for 
the  physician  to  utilize  them.  With  proper 
application,  and  using  the  principles  and 
guidelines  discussed  here,  physicians  have  a 
chance  of  decreasing  the  death  rate  from 
cancer  in  Delaware. 
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INTRODUCTION 

Cystic  fibrosis  (CF)  is  the  most  common, 
ultimately  lethal  genetic  disease  of  the  white 
population  in  the  United  States.  The  incidence 
of  CF  is  approximately  one  in  2,000  live  births 
and  the  gene  for  it  is  found  in  one  of  20  (5%) 
white  individuals.  The  incidence  of  CF  is 
approximately  one  in  17,000  live  births  among 
black  Americans  and  one  in  90,000  among  the 
oriental  population  in  Hawaii.  Approximately 
25,000  individuals  are  affected  by  this  disease 
in  the  U.S.;  about  20%  of  them  are  over  the  age 
of  18.1 

Cystic  fibrosis  is  inherited  in  an  autosomal 
recessive  fashion.  Recent  studies  which  have 
located  the  gene  in  the  seventh  chromosome 
may  help  to  make  carrier  detection  and  prena- 
tal diagnosis  of  CF  possible  in  the  near  future. 
Currently,  however,  heterozygote  detection  is 
impossible,  as  carriers  for  CF  are  asympto- 
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matic  and  no  test  is  available  to  detect  the 
gene. 

The  hallmark  of  CF  is  an  abnormality  in  the 
reabsorption  of  sodium  and  chloride  in  the 
sweat  gland,  which  results  in  elevated  concen- 
trations of  these  electrolytes  in  the  sweat.  This 
defect  is  the  basis  for  the  most  important 
diagnostic  test  for  CF,  the  sweat  test.  Concen- 
trations of  chloride  above  60  mEq/L  in  sweat 
are  considered  diagnostic  for  CF,  and  are 
present  in  almost  all  affected  individuals. 

Cystic  fibrosis  primarily  affects  the  respira- 
tory and  digestive  tracts,  causing  chronic 
obstructive  lung  disease  and  pancreatic  insuf- 
ficiency with  malabsorption.  Common  respir- 
atory manifestations  include  chronic  cough, 
wheezing,  recurrent  bronchitis  and  pneumo- 
nias, expectoration  of  mucopurulent  sputum, 
clubbing  of  the  fingers,  and  nasal  polyposis. 

Bulky,  extremely  malodorous,  greasy  and 
frequent  stools  due  to  intestinal  malabsorp- 
tion are  seen  in  90%  of  patients,  while  about 
10%  of  children  have  normal  pancreatic  func- 
tion. Other  manifestations  include  intestinal 
obstruction  in  the  neonatal  period  (meconium 
ileus)  and  in  the  older  patient  (meconium  ileus 
equivalent),  failure  to  thrive,  heat  prostration 
due  to  excessive  loss  of  electrolytes  through 
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the  skin,  metabolic  alkalosis,  cirrhosis  of  the 
liver,  diabetes,  and  primary  sterility. 

The  overwhelming  majority  of  deaths  in 
cystic  fibrosis  is  the  result  of  respiratory  fail- 
ure with  hypoxemia,  cor  pulmonale,  and  heart 
failure.  Massive  hemoptysis  is  a major  respir- 
atory complication  of  CF,  which  tends  to  occur 
in  older  patients  with  advanced  disease 
manifested  by  diffuse  bronchiectasis  and 
chronic  severe  respiratory  infection.^ 

HEMOPTYSIS 

Minor  hemoptysis  (blood  streaks  in  the  spu- 
tum or  production  of  30-60  cc  of  blood  mixed 
with  sputum)  occurs  in  up  to  60%  of  older 
patients  with  CF.^  Bleeding  from  the  respir- 
atory tract  in  infants  and  young  children  is 
exceedingly  rare,  as  extensive  bronchiectatic 
changes  are  uncommon  in  this  age  group. 

Massive  hemoptysis  is  defined  as  expecto- 
ration of  more  than  300  cc  of  blood  in  a 24  hour 
period,  or  pulmonary  hemorrhage  severe 
enough  to  drop  the  patient’s  hemoglobin,  to 
cause  hypotension,  or  to  require  treatment  by 
transfusion.2>3  Any  bleeding  which  induces 
severe  coughing  spells  from  airway  irritation, 
proceeds  unabated  for  days  or  weeks,  or  inter- 
feres with  everyday  functioning  should  be 
regarded  as  potentially  severe. 

One  of  the  problems  in  assessing  the  sever- 
ity of  bleeding  is  the  inability  to  measure 
accurately  the  quantity  of  blood  lost.  Blood  is 
frequently  mixed  with  respiratory  secretions. 
Also,  patients  often  expectorate  into  towels  or 
basins  without  attempting  to  quantitate  the 
amount  of  their  expectorated  blood.  Spotting 
and  streaking  is  frequent  and  should  be  differ- 
entiated from  pure  bleeding,  which  is  poten- 
tially more  dangerous. 

Massive  hemoptysis  tends  to  be  seen  in 
older  patients  with  more  advanced  disease.  In 
most  series,  blood  streaking  of  sputum  had  its 
onset  at  mean  age  of  15  years,  while  massive 
hemoptysis  occurred  at  age  18  or  20  for  males 
and  16  to  17  years  for  females.^’^  The  overall 
incidence  of  massive  hemoptysis  is  5-7%;  it  is 
exceedingly  rare  in  young  children.  That 
hemoptysis  is  more  frequently  found  in  male 
than  female  patients  may  be  a reflection  of  the 
increased  longevity  of  males  over  females 
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with  CF,  rather  than  a true  male  predis- 
position. 

Hemorrhage  in  the  alveoli  and  airways  has 
been  found  in  up  to  20%  of  lung  specimens  at 
autopsy;  the  clinical  significance  of  this  find- 
ing is  unclear. 

PATHOGENESIS 

Bleeding  originates  from  enlarged  bronchial 
arteries.  Normally,  the  size  of  these  vessels  is 
about  one-tenth  of  that  of  the  aorta,  but  in 
patients  with  CF  they  become  enlarged  and 
tortuous  in  association  with  the  development 
of  granulation  tissue  during  infections,  the 
increased  metabolic  demand  of  such  tissue, 
hypertrophy  of  bronchial  muscles,  and  enlarge- 
ment of  lymphoid  aggregates.^’^'®  Furthermore, 
because  the  inflamed  part  of  the  lung  is  poorly 
ventilated  and  regional  oxygenation  of  pul- 
monary arterial  blood  is  impaired,  the  bron- 
chial artery  circulation  increases  to  supply 
that  area  with  oxygen-rich  blood.  As  this 
occurs,  the  vessels  become  thin-walled  and 
assume  a tight  looping  or  spiraling  course. 
This,  as  well  as  bronchial  artery  aneurysms, 
have  been  demonstrated  by  means  of  angio- 
graphy.^® 

Another  predisposing  factor  for  hemoptysis 
in  CF  patients  is  the  development  of  broncho- 
pulmonary anastomoses.  Capillary  endothel- 
ial buds  from  both  the  pulmonary  and  sys- 
temic (bronchial)  arteries  proliferate  in  peri- 
bronchial granulation  tissue  and  form  increas- 
ing numbers  of  bronchopulmonary  anasto- 
moses, especially  in  the  chronically  inflamed 
walls  of  the  larger  bronchi.e  Additional  an- 
astomoses occur  during  recanalization  of 
thrombotic  pulmonary  arteries  via  the  vasa 
vasorum,  the  terminal  branches  of  the  bron- 
chial arteries.  Erosion  into  vessels  may  lead  to 
bleeding  under  systemic  pressure. 

While  the  exact  role  o f in fection  is  unclear,  it 
is  known  that  pulmonary  infection  is  asso- 
ciated with  parenchymal  destruction;  erosion 
into  a thin-walled,  enlarged  bronchial  artery 
is  more  likely  in  this  setting.  In  two  large 
reported  series,®'^  approximately  one-half  of 
the  patients  developed  hemoptysis  while  suf- 
fering an  exacerbation  of  pulmonary  infection. 

Coagulopathy  is  very  seldom,  if  ever,  a 
factor  in  the  genesis  of  hemoptysis.  In  spite  of 
possible  vitamin  K malabsorption,  prothrom- 
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bin  time  in  CF  patients  is  usually  normal  or, 
rarely,  mildly  prolonged.  * ' 

The  factors  associated  with  the  production 
of  hemoptysis  in  CF  patients  thus  include: 
destruction  of  lung  tissue  and  erosion  of  blood 
vessels  due  to  infection;  increase  in  bronchial 
circulation  and  peribronchial  granulation 
tissue  in  areas  of  bronchiectasis;  increase  in 
the  size  and  tortuosity  of  bronchial  arteries; 
rupture  of  bronchopulmonary  anastomoses  as 
a result  of  increased  vascular  flow  and  pres- 
sure; and  enlargement  and  loss  of  elasticity  of 
the  pulmonary  arterial  circulation  due  to  pul- 
monary hypertension.'^ 

MANAGEMENT 

Hospitalization  may  be  needed  to  treat  mas- 
sive hemoptysis,  and  to  observe  and  reassure 
patients  who  are  extremely  anxious,  particu- 
larly during  their  first  episode  of  bleeding. 
Physical  examination  should  include  ortho- 
static measurements  of  pulse  and  blood  pres- 
sure to  look  for  evidence  of  hypovolemia.  Initial 
laboratory  investigations  should  include  meas- 
urements of  hemoglobin,  hematocrit,  platelets, 
and  prothrombin  time  and  partial  thrombo- 
plastin time.  Blood  should  be  typed  and  cross- 
matched;  at  least  two  to  three  units  of  blood  or 
packed  red  cells  should  be  available  at  all 
times  if  the  bleeding  is  severe.  Hypovolemia  or 
significant  decrease  in  hemoglobin  are  indica- 
tions for  transfusion.  In  the  unusual  circum- 
stance of  an  underlying  coagulopathy,  the 
defect  should  be  corrected  by  administration 
of  vitamin  K,  transfusion  of  fresh  frozen 
plasma,  or  both. 

Local  application  of  ice  to  the  chest  wall, 
intravenous  Premarin,  intravenous  Pitressin 
and  oral  codeine  to  suppress  coughing  are 
management  modalities  which  have  never 
been  subjected  to  controlled  trials,  and  are 
probably  useless  or  hazardous.  Some  physi- 
cians withhold  chest  physiotherapy  until 
bleeding  subsides  for  fear  of  dislodging  a clot, 
while  others  continue  this  kind  of  therapy 
without  interruption.  Some  choose  to  discon- 
tinue aerosol  therapy  during  the  acute  episode 
because  of  fear  of  inducing  or  worsening 
bleeding  as  a result  of  the  irritating  effect  of 
mucolytic  agents  and  the  possible  vasodi- 
latory  effect  of  bronchodilators.  There  is  no 
good  evidence  to  support  this  approach,  and 
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we  do  not  discontinue  aerosols  during  episodes 
of  hemoptysis. 

The  administration  of  intravenous  antibio- 
tics, particularly  in  the  presence  of  signs  of 
respiratory  exacerbation,  is  a prudent  meas- 
ure. The  widespread  practice  of  prescribing 
oral  vitamin  K even  if  the  prothrombin  time  is 
normal,  is  more  related  to  the  need  to  relieve 
the  patient  and  physicians’  anxiety  than  to 
correct  a coagulation  defect. 

Most  episodes  of  hemoptysis  tend  to  resolve 
without  specific  therapy  within  four  days. 
Reassurance  that  bleeding,  especially  i f minor, 
is  not  necessarily  a sign  of  a fatal  prognosis,  is 
most  important  in  relieving  the  patient  and 
parental  anxiety. 

If  hemoptysis  continues  uncontrolled,  every 
effort  must  be  made  to  localize  the  bleeding 
site.  Often,  the  patients  describe  a bubbling  or 
gurgling  sensation  or  a feeling  of  warmth  and 
fullness  in  the  chest  in  the  area  from  which 
hemoptysis  originates.  Rales  or  rhonchi  may 
be  heard  over  a previously  clear  area.  The 
chest  radiograph,  albeit  not  always  helpful, 
may  show  an  area  of  increased  density.  Rigid 
or  fiberoptic  bronchoscopy  is  helpful  in  visual- 
izing blood  emerging  from  a particular  lobar 
bronchus.  Bronchoscopy  should  be  performed 
when  massive  bleeding  has  subsided  some- 
what and  not  in  the  midst  of  an  acute  hemor- 
rhage.*^ 

While  angiography  is  not  usually  helpful  in 
localizing  an  active  bleeding  site,  finding  a 
proliferation  of  markedly  dilated  tortuous 
bronchial  vessels  in  a suspected  area  of  hemor- 
rhage correlates  closely  with  the  broncho- 
scopic  visualization  of  blood  emanating  from 
the  corresponding  bronchus. - 

Embolization  of  the  bronchial  arteries  with 
Gelfoam  has  been  successful  in  controlling 
acute  hemorrhages.  The  cumulative  success 
rate  of  various  studies  of  Gelfoam  emboli- 
zation is  88%,  but  hemoptysis  recurs  in  about 
one-fourth  of  the  cases,®  presumably  due  to 
recanalization  of  the  thrombus  or  bleeding 
from  another  site.  Chest  pain  and  fever  can 
follow  the  procedure  and  other,  rare  reported 
complications  include  embolization  of  the 
anterior  spinal  artery  with  secondary  trans- 
verse myelitis  and  of  the  mesenteric  arteries 
with  bowel  necrosis  (reported  in  one  case).'® 
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( loud  delineation  oi  the  arterial  anatomy  is 
hclptul  in  reducing  the  chances  of  accidental 
ciid)olization. 

An  alternative  to  embolization  is  endobron- 
chial balloon  tamponade  via  fiberoptic  bron- 
clioscopy.'’  Experts  in  this  technique  claim  a 
1 ( H • ’-)  acute  control  rate  without  complication, 
and  a 21%  recurrence  rate.  In  general,  these 
f(‘ports  make  no  clear  mention  of  whether 
r(‘currences  are  from  the  original  site  or  from 
another  site. 

When  all  other  methods  fail  to  control  the 
hemorrhage,  or  cannot  be  carried  out,  lung 
resection  should  he  considered. Lobectomy 
can  be  performed  only  in  patients  who  have 
reasonably  good  pulmonary  function  and  have 
a good  chance  of  intact  postoperative  survival 
and  recovery.  Patients  with  vital  capacities 
less  than  65%  predicted  normal  or  severely 
impaired  airflows  are  poor  candidates  for  this 
procedure  and  are  probably  best  served  by 
prolonging  conservative  management 
until  control  is,  hopefully,  achieved. 

PROGNOSIS 

In  severely  complicated  patients,  persistent 
hemoptysis  may  herald  irreversible 
deterioration  of  lung  status  and  eventual 
demise.  Mild  hemoptysis,  however,  is  self- 
limited and  is  not  a sign  of  poor  prognosis.  The 
long  term  prognosis  of  the  patient  is  dictated 
by  the  severity  of  the  underlying  lung  disease. 
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Mammography 
can  detect 
breast  cancers 
even  smaller 
than  the  hand 
can  feel. 


Low-dose  breast  x-ray, 
mammography,  is  giving  hope 
that  the  leading  cause  of  cancer 
deaths  in  women  will  be  greatly 
diminished. 

We  urge  women  without 
symptoms  of  breast  cancer,  ages 
35  to  39,  to  have  one  mammo- 
gram for  the  record,  women  40 
to  49  to  have  a mammogram 
every  1 to  2 years,  and  women 
50  and  over,  one  a year.  Breast 
self-examination  is  also  an  impor- 
tant health  habit  and  should  be 
practiced  monthly.  Ask  your 
local  Cancer  Society  for  free 
leaflets  on  both  subjects. 

The  American  Cancer 
Society  wants  you  to  know. 
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Editorials 


PATIENTS  HATE  TO  WAIT 


When  tests  to  evaluate  what  causes  patients 
to  be  dissatisfied  with  physicians  are  taken, 
one  of  the  most  frequent  reasons  given  for  dis- 
satisfaction is  excessive  waiting  room  time. 
“My  time  is  as  valuable  as  the  doctor’s  time,” 
is  a frequent  complaint. 

Recently,  a Wilmington  internist  received  a 
letter,  enclosed  with  a patient’s  payment.  In 
her  letter,  the  patient  sent  “appreciation  for 
the  courtesy  from  you  and  your  staff  toward 
your  patients.  For  those  of  us  who  are  fre- 
quently kept  waiting  for  hours  past  our 
appointments  in  other  offices,  with  no  apology 
or  explanation  for  the  delay.  . .it  was  most 
refreshing  when  you  apologised  for  the  short 
time  I was  kept  waiting. 


“Such  thoughtfulness  can  only  lead  to  an 
increase  in  the  trust  and  esteem  with  which 
you  are  regarded  by  your  patients;  it  tells  us 
more  clearly  than  almost  anything  else,  the 
kind  of  considerate  and  compassionate  physi- 
cian you  are.” 

While  this  patient’s  gratitude  for  what  seems 
simple  courtesy  was  perhaps  extreme,  it  still 
serves  as  a reminder  of  how  much  patients 
dislike  being  kept  waiting  for  their  physicians, 
and  how  much  of  their  irritation  may  be 
assuaged  by  a simple  explanation  and  apology. 

Bernadine  Z.  Paulshock,  M.D. 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyteiian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology . . . 

WEDNESDAY,  MARCH 4, 1987 

DIAGNOSIS  AND  MANAGEMENT  OF 
AORTIC  AND  PERIPHERAL 
VASCULAR  DISEASE 

20  Minute  Lectures — Questions  and  Answers  (10  minutes) 
MODERATOR:  RICHARD  HELP  ANT,  M.D. 

3:00  to  5:30  p.m.  Aortic  Dissection:  Clinical,  Noninvasive  Imaging  and 

Angiographic  Findings  - David  Ogilby,  M.D. 

Aortic  Aneurysm:  Clinical,  Noninvasive  Imaging  and 
Angiographic  Findings  - Gary  Vigilante,  M.D. 

Case  Presentations  - Jonathan  Gomberg,  M.D. 

Indications  and  Results  of  Surgery  for  Aortic 
Dissection  - Grant  Parr,  M.D. 

Long  Term  Results  of  Angioplasty  for  Peripheral 
Vascular  Disease  - David  Friedman,  M.D. 

Questions  and  Answers  - The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

**Wine  and  Cheese  Served  Following  Each  Session** 

Scheie  Eye  Institute  Auditorium 

Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

* The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  education  for  phj^icians.  The  University  of 
Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5  credit  hours  of 
Category  I of  the  Physicians  Recognition  Award  of  the  AMA. 
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TRISOMY  13  UPDATE 


To  the  Editor: 

One  of  the  five  previously  reported  trisomy 
13  syndrome  patients  (Henderson  AA, 
Borgaonkar  DS.  Trisomy  13  (Patau)  Syndrome 
in  Delaware.  Del  Med  J.  1985;  57:629-634)  is 
now  three  years  old.  She  coos,  says  “ma,” 
watches  TV,  pulls  to  a sitting  position  and  sits 
with  support,  takes  a few  steps  in  a walker, 
likes  to  be  hugged  and  loved,  and  likes  physical 
therapy.  Her  scalp  lesion  has  healed  and 
formed  a scar.  Her  extremities  are  hypotonic. 
Although  she  has  had  several  ear  infections, 
she  is  gaining  weight  and  will  have  her  cleft 
palate  repaired.  Repeat  chromosomal  analysis 
has  confirmed  47,XX,-h13  karyotype  and  no 
evidence  of  mosaicism  with  a normal  cell  line 
was  found.  Fetal  Hgb  when  repeated  was  still 
present  and  elevated  at  21.7%.'-^  Peripheral 
smear  showed  some  polymorphs  with  lobula- 
tion or  projection  of  nuclei. 

There  were  two  additional  trisomy  13 
patients  reported  at  The  Medical  Center  of 
Delaware  in  1985. 

Case  I.  A 2500  gm  boy  was  born  to  a 23  year 
old  gravida  1 para  0 0-positive  at  38  weeks 
gestation  by  Cesarean  section  due  to  double 
footling  presentation.  Apgar  ratings  were  four 
and  six  at  one  and  five  minutes  respectively. 
The  baby  was  pale,  bradycardic.  Poor  air  entry 
required  intubation  in  the  delivery  room. 
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On  physical  exam,  the  baby  had  micro- 
cephalus,  microphthalmia,  a sloping  forehead, 
low  set  ears,  anomalous  pinnae,  a cleft  lip  and 
palate,  micrognathia,  a systolic  murmur,  a 
small  phallus,  nonpalpable  testes,  polydactyly , 
rocker  bottom  feet,  hypoplastic  toenails,  and 
an  umbilical  cord  with  single  artery.  Chest 
x-ray  showed  thin  ribs  and  a globular  heart. 
His  chromosomal  analysis  showed  46,XY,- 
13+t(13ql3q)  de  novo,  indicating  trisomy  for 
13q.  The  parents  were  told  of  the  chromosomal 
anomaly  and  its  poor  prognosis.  The  baby  died 
after  two  days  due  to  cardiopulmonary  arrest. 
An  autopsy  showed  multiple  congenital 
abnormalities  with  atelectasis,  liver  conges- 
tion, and  Meckle’s  diverticulum. 

Case  II.  A 1850  gm  girl  was  born  to  a 24 
year  old  gravida  1 para  0 A-positive  at  35 
weeks  gestation  by  spontaneous  delivery. 
Apgars  were  one  and  five  at  one  and  five 
minutes  respectively.  The  baby  was  cyanotic 
and  bradycardic,  and  no  air  entry,  which 
required  intubation.  She  also  had  multiple 
congenital  abnormalities. 

She  was  hypotonic,  and  had  a scalp  defect, 
microcephalus,  cebocephaly,  a sloping  fore- 
head, microphthalmia,  anophthalmus,  low  set 
ears,  a rudimentary  nose  with  a single  nostril, 
anomalous  pinnae,  cleft  lip  and  palate,  micro- 
gnathia, an  umbilical  hernia,  polydactyly, 
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syndactyly,  rocker  bottom  feet,  and  a thin 
umbilical  cord. 

Chromosomal  analysis  of  her  blood  showed 
a 46,XY,-14,+t(13ql4q)  de  novo  karyotype 
indicating  a 13q  trisomy.  The  parents  had 
been  told  of  the  possibility  of  trisomy  13  and  its 
poor  prognosis.  The  baby  died  five  hours  after 
birth. 

An  autopsy  confirmed  the  anomalies  of 
eyes,  nose,  mouth,  extremities,  and  showed 
hypoplasia  of  the  left  atrium  and  ventricle,  an 
interventricular  septal  defect,  kidney,  malfor- 
mation of  the  cortex  and  medulla,  and 
malformation  of  the  cerebral  hemisphere  and 
brainstem. 

The  parents  of  these  two  babies  have 
received  genetic  counseling.  Amniocentesis 
has  been  suggested  for  future  pregnancies. 

The  trisomy  13  syndrome  is  well  known,  and 
usually  displays  sufficient  characteristics  to 
make  the  clinical  diagnosis  possible  immed- 
iately after  birth. ^ Infant  mortality  is  high.^  Of 
The  Medical  Center  of  Delaware’s  seven 
recently  reported  patients,  five  lived  for  a few 
days,  one  lived  for  three  months,  and  the  one 
mentioned  above  is  living  and  is  now  three 
years  old.  A girl  and  a boy  are  known  to  have 
survived  19  years  and  11  years  respectively.^ 

Trisomy  13  has  been  considered  a lethal 
chromosomal  condition.  The  parents  need  to 
be  told  about  the  condition  as  soon  as  the 
clinical  diagnosis  is  made.  It  needs  to  be 
explained  to  them  that  i f medical  intervention 
prolongs  the  baby’s  life,  the  baby  will  be 
severely  limited  in  brain  function;  the  kindest 
approach  for  all  concerned  is  to  discourage 
aggressive  surgical  intervention.^ 

Our  experience  with  these  seven  infants 
suggests  that  early  diagnosis  and  confirmation 
by  chromosomal  analysis  can  be  obtained 
within  hours  by  bone  marrow  aspirate.  These 
early  findings  can  greatly  aid  discussion  of 
the  situation  with  the  parents  and  in  decisions 
concerning  management,  treatment,  and  fu- 
ture care. 

For  parents  facing  the  prospect  of  dealing 
with  trisomy  13/18,  there  is  an  organization 
called  SOFT  (Support  Organization  for 
Trisomy  13/18).  This  strong  support  group  is 
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helpful  for  those  who  care  for  13/18  trisomy 
children,  as  the  emotional  strain  is  high.  For 
example,  it  has  been  noted  that  the  three  year 
old  trisomy  patient  has  done  much  better  with 
foster  parents  than  with  her  natural  parents, 
as  the  foster  couple  have  particularly  strong 
personalities  and  a stable  relationship.  SOFT 
can  provide  an  outlet  for  those  laymen  who 
must  deal  with  trisomy  syndromes  on  a daily 
basis. 

Latha  Shivashankar,  M.D. 
Digamber  Borgaonkar,  Ph.D. 

Dr.  Shivashankar,  a resident  at  The  Medical 
Center  of  Delaware,  now  resides  in  Florida. 

REFERENCES 

1.  Lee  CSN,  Boyer  SH,  Bowen  D,et  al.  D|  Trisomy  Syndrome:  Three  subjects 
with  unequally  advancing  development.  Bull  Johns  Hopkins  Hosp.  1966; 
118:374-394. 

2.  Huens  ER,  Hecht  F,  Keil  KV,  Motulsky  AG.  Developmental  hemoglobin 
anomalies  in  a chromosomal  triplication  D,  trisomy  syndrome.  Proc  Nat 
Acad  Sci.  1964:  51:89-97. 

3.  Borgaonkar  DS.  Chromosomal  variation  in  man:  A catalog  of  chro- 
mosomal variants  and  anomalies.  4th  ed.  New  York:  Alan  R.  Liss,  Inc.  1984; 
909-910. 

4.  Redheendran  R,  Neu  RL,  Bannerman  RM.  Long  survival  in  trisomy  13 
syndrome;  21  cases  including  prolonged  survival  in  two  patients  19  and  11 
years  old.  Am  J Med  Genetics.  1981;  8:167-172. 

5.  Smith  D.  Clinical  diagnoses  and  nature  of  chromosomal  abnormalities. 
Yunis  J led).  New  chromosomal  syndromes.  New  York:  Academic  Press. 
1977;  55-58. 

6.  Borgaonkar  DS.  Clinical  cytogenetics  and  counseling  of  individuals  with 
chromosomal  disorders.  Applewhite  SR,  Busbee  DL,  Borgaonkar  DS  (eds). 
Genetic  screening  and  counseling:  A multidisciplinary  perspective. 
Springfield  IL:  CC  Thomas.  1981;  96-110. 


ACKNOWLEDGEMENTS 

We  appreciate  the  help  rendered  by  cytogenetic  technologists  Gaurang 
Munshi,  Betsy  Bove,  and  Donna  Wilmoth;  The  Medical  Center  of  Delaware 
pediatricians  Matthew  McDermott,  M.D.  and  Gerald  Eng,  M.D.;  obste- 
tricians William  D.  Johnson,  M.D.  and  Robert  Hickok,  M.D.;  and 
neonatologists  Katherine  Esterly,  M.D.,  Michael  Spear,  M.D.,  and  Thomas 
Young,  M.D. 


A nursing  center  so  nice, 
it  feels  like  home. 

• skilled  and  intermediate  care 
• out-patient  physical  therapy 

• m house  physical,  speech,  and 
occupational  therapy 

• respite  care 

Leader  Nursing 
i Rehabilitation 
Center 

700  Foulk  Road 
Wilmington 
(302)  764  - 0181 
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THE  PREVENTION  OF  THROMBOEMBOLIC 
DISEASE:  THE  NIH  REPORT* 

Thromboembolic  disease  is  a major  cause  of 
morbidity  and  mortality  in  the  United  States. 
Current  estimates  suggest  that  each  year  in 
the  USA,  there  are  2.5  million  patients  with 
deep  venous  thrombosis  (DVT),  and  600,000 
patients  with  pulmonary  embolism  (PE)  of 
whom  5-10%  die  within  one  hour  of  the  event. 
Each  year,  50,000  to  75,000  deaths  occur  from 
pulmonary  embolisms,  with  three  to  four  times 
that  number  having  embolic  disease.  There 
are  11,000  post-surgical  deaths  per  year  due  to 
PE;  15%  of  all  acute  care  deaths  are  due  to  PE. 

Because  DVT  and  PE  are  often  clinically 
! unsuspected,  frequently  difficult  to  diagnose 
j definitively,  and  are  associated  with  substan- 
j tial  morbidity  and  mortality,  primary  pre- 
j vention  in  patients  who  are  at  high  risk  to 
1 develop  these  blood  clots  is  highly  desirable, 
ij  Unfortunately,  effective  prophylactic 
I 

TABLE  1 

I RICK  FACTORS  FOR  DEEP  VENOUS  THROM- 
BOSIS AND  PULMONARY  EMBOLISM 

1 .  Surgery  in  patients  40  years  of  age  or  older, 
lasting  more  thirty  minutes  in  which 
general  anesthesia  is  utilized. 

I 2.  “Inherited”  risk  factors 

i 3.  Malignancy 

i 4.  Obesity 

: 5.  Previous  history  of  thromboembolism 

6.  Immobilization 

7.  Stroke 

8.  Congestive  heart  failure 

9.  Elderly  status 

10.  Lupus  anticoagulant 

11.  Estrogen  therapy 

12.  Nephrotic  syndrome 

13.  Inflammatory  bowel  disease 

14.  Postpartum  state 

^ ‘This  report  is  a synopsis  of  a Medical  Grand  Rounds  given  by  Dr.  Blatt  on 
I November  13, 1986. 
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TABLE  2 

MODALITIES  AVAILABLE  TO  PREVENT 
THROMBOEMBOLISM 

1.  Low  dose  (Minidose)  heparin 

2.  Adjusted  dose  heparin 

3.  Heparin/dihydroergotamine  combination 

4.  Warfarin  (various  dose  regimens) 

5.  Dextran 

6.  Gradient  elastic  stockings 

7.  External  pneumatic  compression 

measures  are  not  initiated  in  most  patients 
who  are  likely  to  develop  blood  clots.  Because 
of  the  importance  of  this  issue,  a consensus 
conference  was  held  by  the  National  Institutes 
of  Health  in  Bethesda,  Maryland,  in  March  of 
1986. 

A synopsis  of  the  results  of  this  conference 
was  recently  published;  ^ readers  of  my  brief 
communique  are  urged  to  review  this  article. 
Several  important  points  from  this  consensus 
conference  are  noteworthy:  many  high  risk 
groups  are  identifiable.  Table  1;  many  differ- 
ent modalities  are  of  potential  value  in  pre- 
venting blood  clots  in  a particular  patient. 
Table  2;  and  the  “appropriate”  preventive 
modality  can  generally  substantially  reduce 
the  development  of  DVT  and  PE.  The  decision 
as  to  which  prophylactic  measure  should  be 
used  in  a given  patient  needs  to  be  individual- 
ized; although  the  potential  hazards  of  various 
prophylactic  measures  are  not  negligable,  the 
benefits  clearly  outweigh  the  hazards  in  most 
instances. 

It  is  most  ironic  that  in  the  USA  only  a small 
minority  of  patients  who  are  at  risk  to  develop 
DVT  or  PE  receive  appropriate  prophylaxis. 
All  physicians  are  urged  to  consider  whether 
initiation  of  prophylactic  measures  is  indi- 
cated for  each  of  their  patients  admitted  to  the 
hospital  and  to  act  accordingly. 

Philip  M.  Blatt,  M.D. 

REFERENCE 

1.  Consensus  Conference  Prevention  of  Venous  Thrombosis  and  Pulmonary 
Embolism.  JAMA  256:744-749,  1986. 
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We  can  help  you 
get  to  the  heart 
of  the  problem 

When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Cated  Studies  (MUGA) 

• 24-hour  Dynamic  Hotter  Monitoring 

• Electrocardiograms  (including  in-home) 


The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


OIRDMC 

DWGNOSTIC 

CENTER 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wilmington,  DE  19810 


IN  BLACK  AND  WHITE 


Dennis  R.  Witmer,  M.D.,  Photographic  Editor 


Scanning  electron  micrograph  of  the  house  dust  mite.  Compliments  of  Fisons. 
Contributed  by  Leonard  H.  Seltzer,  M.D. 
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THE  LIKOFF 

CARDIOVASCULAR  INSTITUTE 

and 

THE  DIVISION  OF  CARDIOLOGY 

Hahnemann  University 

PRESENT 

CARDIOLOGY  TODAY 
MARCH  25,  1987 

“The  Management  of  Patients  Undergoing  Cardiac  Surgery” 


Moderator: 

Charles  Bemis,  M.D. 

4:00  PM 

Pre-Hospital  and  In-Hospital 
Patient  Preparation 
Charles  Bemis,  M.D. 

4:30  PM 

Medical  Post-Op  Management 
William  S.  FrankI,  M.D. 

5:00  PM 

Complications 
Mark  Victor,  M.D. 

5:30  PM 

Rehabilitation 
Stuart  Snyder,  M.D. 

Designed  for  the  physician  in  practice  faced 
with  the  care  of  critically  ill  patients. 


CME  CATEGORY  I CREDITS  CERTIFIED 
NO  REGISTRATION  FEE  REQUIRED 

Conferences  are  held  in  Lecture  Hall  “A” 
Second  Floor  — New  College  Building 
Hahnemann  University,  1 5th  & Vine  Streets 
Philadelphia,  PA  19102 


DEATHS 


JOHN  C.  PIERSON,  M.D. 

Dr.  John  C.  Pierson,  a general  surgeon  and 
former  chief  of  surgery  at  the  old  Memorial 
Hospital  from  1950  to  1972,  died  January  17, 
1987  of  cancer  and  emphysema.  He  was  87. 

Born  in  Wilmington,  Dr.  Pierson  was  a 1916 
graduate  of  Wilmington  High  School,  and  a 
1919  graduate  of  the  University  of  Delaware, 
where  he  earned  three  varsity  letters.  In  1923, 
he  graduated  from  Hahnemann  Medical  Col- 
lege of  Philadelphia. 

Dr.  Pierson  became  the  full-time  assistant  to 
Dr.  James  G.  Spackman,  Delaware’s  first 
specialist  surgeon.  After  working  for  Dr.  Spack- 
man for  five  years.  Dr.  Pierson  opened  his  own 
practice  in  Wilmington. 

He  served  as  president  of  the  hospital  staff 
at  Memorial  Hospital,  later  the  Memorial 
Division  of  Wilmington  Medical  Center,  and 
was  appointed  chief  of  surgery  there  in  1950,  a 
position  he  held  until  his  retirement  in  1972. 
Dr.  Pierson  was  president  of  the  New  Castle 
County  Medical  Society  in  1955,  as  well  as 
being  a member  of  the  AM  A,  the  American 
College  of  Surgeons,  the  Delaware  Academy 
of  Medicine,  and  the  Medical  Society  of 
Delaware. 

Dr.  Pierson  was  the  first  surgeon  in  Dela- 
ware to  use  the  nailing  technique  for  broken 
hips. 

Dr.  Pierson  is  survived  by  his  wife,  Doris  S. 
at  home;  a son,  John  C.  of  Wilmington;  two 
daughters,  Joyce  Shepherd  of  Westwood,  MA, 
and  Gale  McNish  of  Maui,  HI.;  a sister,  Edna 
P.  Allmond  of  Wilmington;  and  seven 
grandchildren. 


HAYNES  BURKE  CATES,  M.D. 

Dr.  Haynes  Burke  Cates,  an  orthopedic 
surgeon  in  Wilmington,  died  January  17, 1987 
of  complications  of  Parkinson’s  disease.  He 
was  72. 


Dr.  Cates  graduated  from  the  University  of 
Tennessee  at  Knoxville,  and  was  a 1942  grad- 
uate of  the  University  of  Tennessee  Medical 
School  in  Memphis.  He  was  a World  War  II 
veteran,  serving  in  an  evacuation  hospital  in 
General  George  S.  Patton’s  3rd  Army.  In  1949, 
Dr.  Cates  moved  to  Wilmington  and  opened  a 
private  practice  as  an  orthopedic  surgeon.  He 
retired  in  1980. 

Dr.  Cates  was  a member  of  the  Academy  of 
Orthopedic  Surgeons,  the  Delaware  Ortho- 
pedic Society,  the  Philadelphia  Orthopedic 
Club,  the  Mid-Atlantic  Orthopedic  Club,  the 
New  Castle  County  Medical  Society,  and  the 
Medical  Society  of  Delaware. 

He  is  survived  by  his  wife,  Cornelia,  at 
home;  two  sons.  Dr.  Haynes  B.  Jr.  of  Wilming- 
ton and  Richard  D.  of  Hockessin;  two  daugh- 
ters, Carol  Cates  Pennock  of  Deerfield,  MA 
and  Susan  Haynes  Cates  of  Ash  field,  MA; 
three  brothers  and  two  sisters;  and  two 
grandsons. 

Be  a “Winter  Texan” 
Internist 

Enjoy  the  warm,  beautiful  Rio 
Grande  V alley  while  practicing 
internal  medicine  with  an 
internist. 

Texas  license  essential.  Salary, 
living  accommodations  and 
malpractice  insurance. 

Send  curriculum  vitae.  104 
South  Bryan  Road,  Mission, 
Texas.  78572  or  contact  (512) 
585-2783  for  more  information. 


Del  Med  Jrl,  February  1987— Vol.  59,  No.  2 


111 


Twenty-First  Annual  Main  Line  Conference 
Thursday,  Friday  and  Saturday  - April  30,  May  1 and  2, 1987 

THE  AMERICAN  COLLEGE  • BRYN  MAWR,  PA 

Sponsored  by 

THE  BRYN  MAWR  HOSPITAL 

In  affiliation  with  Jefferson  Medical  College 

PROGRAM  INCLUDES: 

• Allergy 

• Antibiotics 

• Anticoagulants 

• Arrythmias 

• Arthritis 

• Cardiology 

• Dermatology 

• Hypertension 

• Immunization 

• Infectious  Disease 

• Meningitis 

• Nose  & Throat 

• Pulmonary  Disease 

• And  More 

• Plus  25  Concurrent  Clinics 


GUEST  SPEAKERS: 

Michael  E.  DeBakev.  M.D. 

Chancellor  of  Baylor  College  & Chairman. 
Department  of  Surgery.  Houston.  Texas 

F.  Robert  Fekety,  Jr.,  M.D. 

Professor  of  Internal  Medicine  & Head.  Infectious  Diseases 
Division.  University  of  Michigan  Medical  Center 

Robert  K.  Jarvik,  M.D. 

Symbion  Inc.,  Salt  Lake  City.  Utah 

Jacob  Kolff,  M.D. 

Chief,  Cardiovascular  Surgery 
Temple  University  Hospitai 

Professor  Roger  Lane 

The  Benjamin  R.  Collins  Professor  of  Social  Sciences 
Haverford  College 

John  Perry  Nicholson,  Jr.,  M.D.,  M.B.A. 

Assistant  Professor  of  Medicine  and  Public  Health 
Cornell  University  Medical  College 


ACCREDIATION: 

AMA,  PMS 

Asan  organization  accredited  by  the  Accreditation  Council  forContinuing 
Medical  Education  (ACCME)  for  its  continuing  medical  education  program. 
Jefferson  Medical  College  designates  this  activity  as  meeting  the  criteria 
for  21  credit  hours  in  Category  I of  the  Physician's  Recognition  Award  of 
the  American  Medical  Association. 

AAFP 


FOR  INFORMATION  WRITE: 

Harold  J.  Robinson,  M.D. 
Director,  Main  Line  Conference 
The  Bryn  Mawr  Hospital 
Bryn  Mawr,  Pennsylvania  19010 


This  program  has  been  reviewed  and  is  acceptable  for  20  Prescribed  hours  by 
the  American  Academy  of  Family  Physicians. 

AOA  and  ACGPOMS  approved. 


Registration  Fee:  $235.00 

(includes  3 luncheons,  cocktails  and  dinner) 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 
Electronystagmography 
Brain  Stem  Evoked  Response  Audiometry 

BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR:  NORMAN  B,  ROBINSON,  M.D. 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORrORATtD 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES,  1986 
PART  II 


REPORTS  OF  SPECIAL  COMMITTEES 


COMMITTEE  ON  AGING 

Even  though  the  Committee  on  Aging  held  only  one 
meeting  during  the  year,  a feeling  of  strong  enthusiasm 
for  the  development  of  a meaningful  role  for  this  com- 
mittee was  detected. 

It  should  be  noted  that  in  compliance  with  the  recom- 
mendations of  the  1985  House  of  Delegates  Meeting, 
additional  physicians,  including  a neurologist  and  several 
gerontologists,  were  added  to  the  committee  membership. 

Plans  for  further  action  will  evolve  along  several 
channels.  A task  force  has  been  formed  to  interact  with 
the  State  Committee  on  Alzheimer’s  Disease.  Its  role  will 
be  to  obtain  information  regarding  currently  available 
programs  for  the  aged  needy  and  to  consider  ways  to 
disseminate  this  information  to  the  physicians  in  the 
state.  In  addition,  this  task  force  could  make  recom- 
mendations to  the  State  Committee  regarding  additional 
programs  that  might  be  implemented  and  define  existing 
problems  regarding  care  of  the  elderly. 

A second  task  force  has  heen  charged  with  developing 
liaison  with  the  Delaware  Chapter  of  the  AARP.  It  is 
hoped  that  we  could  assume  the  role  of  patient  advocate 
and  coordinate  educational  programs  and  lobbying 
activities  at  the  state  level  with  this  organization.  This 
group  will  also  coordinate  its  activities  with  The  Medical 
Center  of  Delaware,  Department  of  Medicine,  Geriatrics 
Task  Force. 

The  long-range  goals  of  this  Committee  will  be: 

1.  To  develop  a program  of  regular  meetings  of  the 
Medical  Society  members  to  discuss  clinical  aspects 
of  tbe  care  of  the  elderly  patient. 


2.  To  develop  programs  conducted  by  the  Medical  Society 
to  educate  the  elderly  about  health  care 
financing  and  personal  health  care. 

3.  To  develop  a program  of  discussion  forums  on  health 
care  issues  for  the  elderly  presented  by  the  State 
Medical  Society  in  cooperation  with  consumer 
groups  for  the  elderly  and/or  other  health  care 
organizations. 

4.  To  develop  a program  of  state  and/or  local  legislative 
initiatives  on  health  care  for  the  elderly. 

5.  To  develop  a program  of  health  care  screening  or 
service  programs  for  the  elderly  provided  by  the 
Medical  Society. 

Robert  G.  Altschuler,  M.D. 

Chairman 

(The  report  was  filed  with  commendation  to  the  committee 
for  its  work,  particularly  regarding  its  efforts  to  establish 
liaison  with  the  American  Association  of  Retired  Persons.) 

ALTERNATIVE  METHODS  OF  HEALTH  CARE 
DELIVERY  AND  HEALTH  PLANNING 

There  were  no  meetings  held  during  1986,  but  the 
committee  stands  ready  to  meet  at  the  request  of  the 
President  or  Board  of  Trustees  of  the  Medical  Society  of 
Delaware. 

Anthony  L.  Cucuzzella,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that 
the  committee  be  used  as  the  liaison  in  establishing 
relationships  and  joint  cooperation  between  physician- 
sponsored  or  organized  health  maintenance  organization 
groups.) 
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CULTURAL  AND  HISTORICAL  COMMITTEE 

The  Committee  has  met  three  times  during  the  past 
year,  once  in  1985  and  twice  in  1986.  The  attendance  was 
fair. 

A working  agenda  has  been  proposed  by  the  chairman, 
part  of  which  has  been  acted  upon.  The  purpose  and  goals 
of  the  committee  were  discussed.  Ideas  were  sought  to 
increase  attendance  at  meetings  and  to  encourage  other 
physicians  to  become  more  interested  in  the  history  of 
medicine. 

The  chairman  would  like  to  encourage  each  committee 
member  to  take  an  active  part  in  preparing  talks,  papers, 
slide  presentations,  etc.  A period  of  show  and  tell  was 
presented  at  each  meeting.  It  consisted  of  the  showing  of 
an  artifact  or  book  with  its  origin  and  its  place  in  medical 
history.  A short  paper  was  read  at  the  April  meeting 
entitled  “A  Short  History  of  Chemical  Warfare.”  It  was 
well  received. 

A plaque  has  been  purchased  from  the  funds  contrib- 
uted by  members  and  mounted  on  the  wall  of  the  foyer. 
The  plaque  reads,  “In  Memoriam,  Donald  W.  Cheff,  M.D. 
Died  in  the  Service  of  His  Country — le  Shima  1945.” 

A lecture  co-sponsored  by  The  Medical  Center  of  Dela- 
ware and  the  Cultural  and  Historical  Committee  of  the 
State  Medical  Society  was  held  on  October  9th  at  the 
Christiana  Hospital.  Michael  M.  Cohen,  M.D.,  spoke  on 
“The  Medical  and  Neurological  Disease  of  Lord  Admiral 
Horatio  Nelson.” 

Allen  C.  Wooden,  M.D. 

Chairman 

(The  report  was  filed.) 


JEFFERSON  MEDICAL  COLLEGE 

THOMAS  JEFFERSON  UNIVERSITY 
in  Historic  Philadelphia 

THE  DEPARTMENT  OF  SURGERY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

CURRENT  ISSUES  IN  MORBID  OBESITY 
at 

The  Barclay  Hotel 

Philadelphia,  Pennsylvania 

Thursday,  March  12, 1987 

This  is  a multi-disciplinary  program  designed  to  provide 
insight  into  the  consequences  of  morbid  obesity.  The 
program  will  provide  physicians  with  a better  appreciation 
and  understanding  of  the  current  medical,  surgical,  and 
psychological  treatment  of  morbid  obesity,  and  will 
include  considerations  of  history,  techniques,  and  bio- 
logical aspects  of  the  problem. 

• limited  to  125  participants 

• 6 credit  hours  in  Category  1 

For  information  regarding  registration  call: 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

James  E.  Colberg,  M.D.,  Course  Director 

Jerome  J.  Vernick,  M.D.,  Course  Director 
(215)  928-6925 


ENVIRONMENTAL  AND  PUBLIC  HEALTH 
COMMITTEE 

The  Environmental  and  Public  Health  Committee  met 
on  February  20, 1986.  Copies  of  the  April  Prototype  Issue 
of  the  Environmental  Health  from  the  Minnesota  Medical 
Association  were  reviewed.  The  Minnesota  Medical 
Association  is  one  of  several  Minnesota  organizations 
participating  in  an  environmental  health  network  to 
address  the  need  for  greater  communication  among  health 
care  professionals.  It  was  felt  that  the  Medical  Society  of 
Delaware  might  want  to  become  involved  in  a similar 
project  in  the  future. 

Local  problems  in  the  area  of  Environmental  and 
Public  Health  were  discussed.  The  high  incidence  of 
Salmonella  in  Sussex  County  suggested  the  need  for 
routine  sampling  of  water  by  the  Board  of  Health.  There 
was  also  concern  among  committee  members  regarding 
the  lack  of  screening  of  food  service  workers  for  contagious 
diseases.  It  was  noted  that  the  Board  of  Health  inspects 
restaurant  premises  but  that  employers  are  not  required  to 
enforce  even  minimum  health  standards  for  food  hand- 
lers. The  committee  felt  that  the  Society  should  encourage 
the  setting  and  enforcement  of  such  standards. 

Concern  was  also  voiced  regarding  the  high  incidence 
of  hospitalization  among  residents  of  the  Delaware  City 
area.  The  possible  relationship  of  this  incidence  to 
environmental  problems  indicates  a need  for  epidemio- 
logical studies,  special  educational  programs  in  the 
schools,  and  individual  and  group  *counseling  for  the 
residents.  Congressman  Carper’s  “Right  to  Know”  legisla- 
tion addresses  problems  similar  to  the  one  in  Delaware 
City.  A copy  of  the  bill  was  requested  for  future  study  by 
the  committee. 

Daniel  A.  Alvarez,  M.D. 

Chairman 

(The  report  was  filed.) 

COMMITTEE  ON  HOSPITAL  RELATIONS 

The  Committee  on  Hospital  Relations  met  on  a number 
of  occasions  during  the  past, year  at  the  call  of  the 
chairman. 

The  very  kinetic  relationship  between  physicians  and 
hospitals  is  a primary  concern  to  those  physicians  in  the 
state  of  Delaware  who  need  the  hospital  climate  in  order  to 
deliver  care  to  their  patients.  The  role  of  the  physician  is 
sometimes  overshadowed  by  the  new  focus  of  consumer- 
ism. Some  hospitals  have  invested  in  developing  the 
consumer  market  at  the  expense  of  maintaining,  let  alone 
enhancing,  the  hospital’s  relationship  with  its  primary 
marketeers,  its  physicians.  The  controversial  issues  could 
be  faced  and  resolved  before  disputes,  the  end  result  of 
poorly  conceived  and  poorly  executed  plans,  are  allowed  to 
fester. 

It  is,  therefore,  noteworthy  to  report  that  our  committee 
has  been  infused  and  enlarged.  It  has  been  given  the 
charge  to  meet  with  those  members  of  the  boards  and 
administrations  in  the  positions  of  making  policy  so  that 
we  can  be  informed  at  first  hand  of  their  plans.  In  some 
institutions,  physicians  do  not  have  access  to  administra- 
tion nor  do  they  have  confidence  in  the  decision-makers. 
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As  a result,  both  the  physician  and  the  institution  lose. 
This  causes  the  physicians  to  feel  unwanted  and  the 
hospital  remains  ignorant  of  the  opportunity  to  gain  by 
involving  the  doctors  in  the  plans  for  the  growth  of  the 
institutions;  this  is  the  hospital’s  loss.  At  some  institu- 
tions, the  joint  conference  committees  have  not  met,  and 
at  others  a joint  conference  committee  is  not  part  of  the 
hospital  scenario. 

Our  committee  will  hope  for  a healthy  and  respectful 
dialogue,  open  minds,  and  broad  visions  with  the  members 
of  the  hospital  community.  From  the  physicians’  stand- 
point, there  must  be  a positive  working  relationship  with 
the  board,  medical  staff  and  management,  characterized 
by  frequent  and  open  dialogue,  trust,  and  understanding 
of  rules  and  responsibilities. 

Albert  Gelb,  M.D. 

Chairman 

(The  report  was  adopted.) 


MATERNAL  AND  CHILD  CARE  COMMITTEE 

The  Maternal  and  Child  Care  Committee  is  working  to 
facilitate  the  regionalization  of  maternity  and  newborn 
care  in  Delaware.  Work  has  begun  on  the  development  of  a 
new  prenatal  and  labor  and  delivery  record  system.  If 
adopted  statewide,  these  uniform  records  would  facilitate 
consultation,  referrral,  and  transport  of  high-risk  patients. 
In  addition,  we  are  working  with  The  Medical  Center  of 
Delaware  and  the  Public  Health  Department  to  develop  a 
statewide  computerized  data  system  for  perinatal  and 
birth  certificate  information. 

The  committee  has  noted  a recent  rise  in  the  perinatal 
mortality  rate  and  prematurity  rate  in  Delaware.  The 
causative  factors  are  legion,  but  are  felt  to  include;  1) 
declining  federal  and  state  financial  aid  to  the  medically 
indigent;  2)  the  continued  hostile  medical-legal  climate 
and  its  ripple  effects  on  the  practice  of  obstetrics;  3)  the 
loss  of  several  practicing  obstetricians  in  some  areas  of 
the  state;  4)  the  continued  rise  in  the  adolescent  pregnancy 
rate;  5)  the  continued  increase  in  single-parent  families; 
and  6)  the  perceived  increase  in  actual  poverty  in 
Delaware. 

The  committee  wishes  to  endorse  the  legislative  recom- 
mendations of  the  Task  Force  on  Infant  Mortality  pre- 
sented to  the  133rd  General  Assembly  this  year.  Specifi- 
cally, the  committee  strongly  recommends  an  immediate 
increase  in  Medicaid  coverage  from  the  current  40%  o f the 
Federal  poverty  level  to  50%  of  the  poverty  level  (the 
national  average  is  47%).  The  committee  also  encourages 
the  legislature  to  develop  new  programs  to  subsidize 
health  care  for  all  women  and  infants  at  or  below  185%  of 
the  poverty  level  (current  eligibility  level  for  WIG  — equal 
to  $1,365  monthly  income  for  a family  of  three)  who  are 
not  eligible  for  Medicaid  and  have  no  other  health 
insurance. 

Finally,  the  committee  vfishes  to  commend  the  Perinatal 
and  Neonatal  Departments  of  The  Medical  Center  of 
Delaware  for  their  continuing  efforts  in  professional 
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education,  outreach,  regionalization,  and  the  transport  of 
high-risk  patients  for  specialized  care. 

Robert  H.  Radnich,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICINE  AND  RELIGION  COMMITTEE 

Approved  in  the  summer  of  1985  by  the  Board  of  Trus- 
tees of  the  Medical  Society  of  Delaware,  the  Medicine  and 
Religion  Advisory  Subcommittee  began  its  activities  dur- 
ing the  past  year.  At  its  initial  meeting  and  at  its  first 
meeting  together  with  the  Medicine  and  Religion  Commit- 
tee, the  Advisory  Subcommittee,  composed  of  individuals 
in  the  community  who  are  involved  with  pastoral  care, 
focused  on  the  issue  of  the  ehtics  and  morality  surround- 
ing organ  transplant  and  life-support  measure.  At  this 
time  we  are  awaiting  the  subcommittee’s  further  input, 
following  which  we  are  likely  to  recommend  a program  on 
this  topic  to  offer  to  the  members  of  the  Society. 

On  September  27,  1985,  we  learned  of  the  death  of  the 
young  man  whose  “case”  had  been  presented  at  the  Four- 
teenth Annual  Prayer  Breakfast  held  in  November  of 
1984.  A card  of  sympathy  was  sent  to  his  family,  which 
then  elicited  a further  note  of  great  thanks  from  his  par- 
ents for  having  been  allowed  to  make  their  presentation  to 
us. 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 
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The  Fifteenth  Annual  Prayer  Breakfast  in  November  of 
1985  presented  “The  Interaction  of  Medicine  and  Religion 
Throughout  the  World:  Personal  Experiences.”  The  pre- 
sentations of  member  and  resident  physicians  were  well 
received  in  a program  designed  by  Dennis  R.  Witmer,  M.D. 

On  March  27,1986,  the  Fourth  Annual  Physician-Clergy 
Breakfast  was  held  at  the  cafeteria  of  the  Alfred  1.  du  Pont 
Institute.  Our  distinguished  Medical  Examiner  and  long- 
devoted  committee  member,  Ali  Z.  Hameli,  M.D.,  pre- 
sented “The  Identification  of  Josef  Mengele:  The  Living 
Grief.”  Attendance  by  physicians  and  clergy  was  again 
excellent. 

We  hope  that  the  Society’s  members  will  continue  to 
enjoy  the  programs  we  present  each  spring  and  fall  and 
the  likely  expansion  of  our  activities  that  should  come 
from  the  input  of  our  Advisory  Subcommittee. 

Leon  Morton  Green,  M.D. 

Chairman 

(The  report  was  filed.) 

MEDICO-LEGAL  AFFAIRS  COMMITTEE 

During  the  year,  a number  of  meetings  have  been  held 
with  M.  P.  Trostle,  Esquire,  Chairperson  of  the  Bar 
Association  Medical-Legal  Committee.  This  finally  result- 
ed in  a revised  Interprofessional  Code,  which  is  being 
submitted  to  the  Boards  of  Trustees  of  the  Medical  Society 
of  Delaware  and  the  Delaware  Bar  Association. 

The  Code  calls  for  an  arbitration  panel  to  resolve 
disputes.  Currently,  we  are  working  on  the  composition  of 
that  panel  and  will  submit  our  recommendations  to  the 
Boards  of  Trustees  when  fully  developed. 

A number  of  complaints  have  been  received  from 
attorneys,  mostly  regarding  high  charges  for  photo- 
copying office  records.  It  should  be  remembered  that  a 
number  of  years  ago  this  Committee  recommended  that 
the  charge  for  processing  and  mailing  this  information 
should  not  exceed  $ 1 per  page  with  a minimum  of  $5.  A few 
other  complaints  were  received  regarding  tardiness  of 
physicians  in  responding  to  attorney  requests  for 
information. 

John  T.  Hogan,  M.D. 

Chairman 

(The  report  was  referred  to  the  Board  of  Trustees.) 

MENTAL  HEALTH,  ALCOHOLISM  AND 
DRUG  ABUSE  COMMITTEE 

Despite  our  perennial  attempt  to  maintain  a collabora- 
tive relationship  with  the  State  system  of  mental  health 
care,  we  have  encountered  repeated  rebuff.  Again  this 
year,  the  Director  of  the  Division  of  Alcoholism,  Drug 
Abuse  and  Mental  Health  attempted  to  introduce  legisla- 
tion to  change  the  72-Hour  Emergency  Commitment  law 
which  now  requires  a physician’s  participation  and  certi- 
fication. This  attempt  to  exclude  the  physician’s  role  in  the 
procedure  was  again  aborted. 

Psychiatrists  in  the  state-operated  Mental  Health  Cen- 
ters are  still  not  available  after  “office  hours.”  Instead 
there  is  now  a network  of  Crisis  Intervention  Teams  whose 
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members  lack  medical-psychiatric  expertise  yet  are 
expected  to  make  care  decisions  in  emergencies.  Hospital 
Emergency  Rooms  are  often  misused  and  exploited  by 
these  Teams.  The  exclusion  of  psychiatrists  from  this 
system  constitutes  a serious  risk  to  the  public  and  is 
another  reflection  of  the  institutional  bias  against 
physicians. 

As  noted  in  the  committee  report  last  year,  we  must 
maintain  a posture  of  vigilance  to  monitor  the  activities 
and  directions  of  the  State  system  and  continue  to  offer  the 
cooperation  of  the  private  sector  of  organized  medicine  for 
the  public  weal. 

Norman  Taub,  M.D. 

Chairman 

(The  report  was  filed.) 

PARAMEDICAL  AND  ANCILLARY 
PROFESSIONALS  COMMITTEE 

The  Paramedical  and  Ancillary  Professionals  Commit- 
tee held  no  formal  meetings  during  the  past  year.  However 
both  the  committee  chairman  and  the  Board  of  Trustees 
were  consulted  and  kept  informed  by  the  Board  of  Medical 
Practice  in  the  area  of  two  legislative  initiatives: 

1)  Amendment  of  the  Medical  Practice  Act  to 
permit  the  credentialing  and  classification  of  Phy- 
sician’s Assistants  by  the  Board  of  Medical  Prac- 
tice. This  amendment  was  passed  by  the  legislature 
in  its  1986  session. 

2)  Amendment  of  the  Medical  Practice  Act  to 
allow  the  Board  of  Medical  Practice  to  regulate  the 


practice  of  acupuncture.  This  amendment  was  not 
acted  upon  by  the  legislature. 

Ignatius  J.  Tikellis,  M.D. 

(The  report  was  filed.)  Chairman 

PHARMACY  COMMITTEE 

The  Pharmacy  Committee  met  in  September  to  consider 
several  matters. 

Regulation  X of  the  State  Board  of  Pharmacy,  regarding 
enteral/parenteral  dispensing,  was  noted.  This  mainly 
pertains  to  hospital  pharmacies  and  appears  appropriate. 

The  State  Board  of  Pharmacy’s  proposed  Regulation 
VI-G,  titled  “Automated  Data  Processing  Systems,”  was 
reviewed.  This  seems  to  be  a positive  step  in  providing 
both  the  pharmacist  and  the  prescriber  with  current 
knowledge  of  what  drugs  a patient  is  taking. 

The  committee  also  reviewed  Dr.  Marvin  H.  Dorph’s 
complain  to  Dr.  Lyman  J.  Olsen,  the  designated  Adminis- 
trator of  the  Uniform  Controlled  Substances  Act,  regard- 
ing verification  of  verbal  prescriptions  for  controlled 
substances.  Dr.  Olsen  has  indicated  that  he  had  received 
letters  from  only  six  physicians  following  a request  in  the 
Society’s  Newsletter  for  input.  He  has  also  stated  that  the 
incidence  of  fraud  has  decreased  dramatically  since 
promulgation  of  the  regulation  requiring  personal  verifi- 
cation by  the  prescriber  for  controlled  substances. 
Although  the  committee  realizes  that  this  procedure  may 
be  an  inconvenience  to  many  physicians,  we  have  no 
constructive  alternatives  to  offer  and  feel  nothing  further 
can  be  said  at  this  time. 

Federal  restrictions  on  pharmaceutical  sampling  con- 
tained in  HR  4820,  legislation  introduced  by  Representa- 


When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 

BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T. 

Where  rehabilitation  is  more  than  just  a word 

physician’s  referral  required 

KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 

WILMINGTON,  DELAWARE  19805  • TELEPHONE  302/995-6095 
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tive  John  D.  Dingell  of  Michigan,  were  reviewed  with 
input  from  various  sources.  A House  Subcommittee  under 
the  direction  of  Representative  Dingell  has  identified 
several  sources  of  diverted  prescription  drug  products.  It  is 
our  feeling  that  the  important  item  for  us  to  comment  on  is 
provision  of  drug  samples  to  physicians’  offices  directly 
from  the  manufacturer.  The  drug  companies  feel  that  by 
expanding  the  federally  required  record-keeping  system 
for  controlled  substances  to  include  all  prescription  drugs, 
sampling  by  manufacturers’  representatives  can  be  con- 
tinued and  diversion  prevented.  We  feel  that  the  incidence 
of  diversion  of  drug  samples  is  not  significant  and  that  the 
samples  provided  to  the  practitioner  from  the  pharmaceut- 
ical industry  provide  a distinct  service.  The  practitioner 
becomes  familiar  with  new  drugs  and  has  an  opportunity 
to  use  these  as  starter  doses  with  patients.  It  is  also  a great 
service  to  have  these  to  give  directly  to  our  less  affluent 
patients. 

The  severity  of  the  House  Subcommittee’s  recommended 
solution  for  the  problem  of  sample  diversion  is  overkill  and 
is  unwarranted.  Their  current  position,  as  introduced  in 
HR  4820,  is  to  allow  manufacturers  to  distribute  samples 
to  licensed  prescribers  by  mail  or  common  carrier  only  in 
response  to  a written  request  on  a form  approved  by  a 
federal  agency.  The  physician  would  then  provide  the 
manufacturer  with  a receipt  for  the  samples  received. 
These  records  of  identification  must  be  retained  for  possi- 
ble review  by  federal  agencies.  This  system  would  be 
overly  restrictive,  unwieldy,  and  costly  to  administer. 

We  strongly  recommend  that  the  State  Medical  Society 
communicate  with  the  appropriate  members  of  Congress 
in  support  of  the  position  outlined  above. 

John  M.  Levinson,  M.D. 

Chairman 


(The  report  was  adopted.) 
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PHYSICIANS’  HEALTH  COMMITTEE 

The  Physicians’  Health  Committee  met  four  times  the 
past  year.  One  meeting  was  held  in  Dover,  and  the  other 
three  at  the  Academy.  There  was  one  extra  meeting  called 
in  January  to  discuss  an  unusual  case.  The  agenda  of  each 
meeting  includes  deliberation  of  current  active  cases, 
selected  review  of  longstanding  active  cases,  and  selected 
review  of  inactive  cases.  Other  matters  pertaining  to 
physicians’  health  are  discussed  as  necessary. 

Since  November  1985,  nine  cases  have  come  to  the 
committee’s  attention.  All  are  in  treatment  programs.  Two 
of  the  cases  voluntarily  entered  into  treatment  without 
confrontation  by  the  committee.  Dating  back  to  1984, 
twelve  cases  continue  on  active  status  during  the  past 
year. 

In  1984  a proposal  was  made  to  include  a resident  on  the 
committee.  This  came  to  fruition  this  year  with  the 
addition  of  Dr.  Patricia  Rottmann,  a second-year  resident 
at  The  Medical  Center  of  Delaware.  She  attended  her  first 
meeting  September  10,  1986. 

The  committee  was  responsible  for  inviting  Dr.  William 
Farley  to  speak  at  last  year’s  House  of  Delegates’  break- 
fast meeting.  Dr.  Farley  talked  about  his  involvement 
with  the  Impaired  Physicians’  program  in  Atlanta,  Geor- 
gia. It  was  interesting,  informative,  and  well  received  by 
those  attending.  It  was  apparent  that  the  membership 
needs  to  know  more  about  this  subject,  and  it  is  recom- 
mended that  further  programs  be  planned  for  the  future. 

A Resident  Support  Group  was  started  a few  years  ago 
but  became  inactive.  Through  Dr.  Carol  Tavani’s  efforts, 
the  group  is  meeting  again.  The  first  meeting  in  August 
was  well  attended,  and  the  group  plans  to  meet  the  last 
Tuesday  of  every  month. 

The  objectives  for  the  coming  year  include: 

- Educate  colleagues  and  publicize  the  availability  of  help. 

- Seek  ways  and  means  to  help  financially,  when 

necessary. 

- Define  the  committee’s  function  more  precisely. 

Joseph  E.  DeLaurentis,  M.D. 

Chairman 


(The  report  was  filed.) 


PRISON  HEALTH  CARE  COMMITTEE 

During  the  past  year,  the  Prison  Health  Care  Committee 
has  continued  in  its  efforts  to  ensure  that  good  quality 
medical  care  be  provided  in  our  state  prison  system.  In 
pursuit  of  this  goal,  the  committee  has  held  three  very 
productive  meetings  since  the  last  report. 

At  our  February  1986  meeting,  representatives  of  the 
new  prison  health  care  provider.  Correctional  Medical 
Systems,  outlined  the  program  they  were  developing  for 
the  statewide  prison  health  care  system.  At  this  meeting, 
members  of  the  committee  made  it  quite  clear  to  the 
representatives  of  CMS  that  the  Medical  Society  was  very 
concerned  about  the  many  deficiencies  which  we  felt 
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existed  in  the  system  and  which  were  uncovered  by  the 
study  done  last  year  by  the  National  Commission  on 
Correctional  Health  Care. 

At  our  second  meeting  in  May  1986,  additional  informa- 
tion was  presented  by  several  committee  members  which 
indicated  that  many  of  the  deficiencies  had  not  yet  been 
corrected.  As  a result  of  this,  it  was  decided  at  that  meeting 
to  invite  the  Vice  President  for  Medical  Affairs  for  CMS 
and  the  Medical  Director  of  the  Delaware  program  to 
attend  our  next  meeting  to  discuss  our  continued  concerns. 

At  the  third  meeting,  held  in  September,  we  received  a 
rather  detailed  report  from  the  CMS  Vice  President,  Dr. 
Kirk  Flury,  outlining  the  many  inprovements  made  by 
CMS  and  assuring  us  that  the  previously  cited  deficiencies 
had  now  been  corrected.  He  further  informed  us  that  CMS 
felt  confident  that  they  would  now  receive  AMA  certifica- 
tion from  the  National  Commission  on  Correctional 
Health  Care,  probably  sometime  within  the  next  several 
months.  We  were  additionally  assured  that  all  medical 
care  being  provided  in  the  Delaware  prison  system  at  the 
present  time  - and  in  the  future  - will  be  under  the  direct 
supervision  of  physicians  licensed  to  practice  medicine  in 
Delaware. 

This  committee  hopes  to  verify  these  improvements 
when  we  receive  the  results  of  the  upcoming  review  by  the 
National  Commission  and  with  continued  close  monitor- 
ing of  prison  health  care  in  the  state. 

John  C.  Sewell,  M.D. 

Chairman 


(The  report  was  filed  with  a commendation  to  the  commit- 
tee on  its  excellent  work  in  the  past  year  in  monitoring 
prison  health  care.) 

SCHOOL  HEALTH  COMMITTEE 

The  School  Health  Committee  had  one  meeting  during 
1986.  The  subjects  discussed  were  of  both  immediate  and 
long-term  concern  to  the  committee. 

The  committee  discussed  in  detail  the  Adolescent  Health 
Project  in  Middletown,  which  is  a school-based  program 
having  the  goals  of  better  health  practices,  reduced  ado- 
lescent pregnancies,  and  more  focused  health  education. 
The  need  for  an  integrated  health  education  program  at  all 
levels  has  been  a concern  for  many  years. 

The  committee  endorsed  the  project  and  recommended 
that  the  leadership  of  the  Society  support  the  development 
of  a second  project  in  an  urban  area  for  comparative 
evaluation.  It  was  also  strongly  suggested  that  such 
projects  would  be  more  effective  in  middle  schools  than 
high  schools. 

The  committee  also  reviewed  the  State  School  Board’s 
AIDS  policy  for  students  and  felt  that  it  may  need  some 
updating  in  view  of  new  data.  The  changes  in  educational 
policy  and  lowering  the  age  for  educational  programs  may 
well  result  in  early  entry  of  affected  children  into  the 
schools. 

The  committee  reviewed  the  activities  of  the  Medical 
Society’s  School  Health  Committee  and  the  Pediatric 
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Society’s  School  Health  Committee.  The  group  recom- 
mended that  the  two  Committees  be  merged,  with  the 
report  of  the  combined  committee  going  to  both  bodies, 
and  that  the  committee  continue  to  be  widely  based  in  its 
membership. 

Lyman  J.  Olsen,  M.D. 

Chairman 

(The  report  was  adopted  with  the  recommendation  that 
the  committees  might  meet  jointly  in  order  to  avoid  the 
necessity  for  bylaws  changes  by  both  organizations.) 

SPECIALTY  SOCIETIES  COMMITTEE 

Representatives  of  the  specialties  were  invited  to  submit 
reports  for  inclusion  in  the  House  of  Delegates  handbook. 
The  Medical  Society  of  Delaware  is  interested  in  knowing 
about  any  special  interests  or  concerns  that  come  to  the 
attention  of  the  various  specialty  groups. 

The  reports  that  were  submitted  follow. 

John  H.  Benge,  M.D. 

Chairman 

(The  report  was  filed.) 

Delaware  Chapter,  American  College  of  Cardiology 
At  this  point,  there  are  no  pressing  problems  with  the 
cardiologists  in  the  state  of  Delaware.  With  the  advent  of 
cardiac  surgery,  there  has  been  a major  change  in  the 
practice  of  cardiology  in  the  Wilmington  area.  We  are 
planning  to  institute  percutaneous  transluminal  coronary 
angioplasty,  probably  at  the  beginning  of  the  year,  which 
again  will  add  a new  dimension  of  cardiology  to  the  state 
of  Delaware. 

Edward  M.  Goldenberg,  M.D. 

Delaware  Chapter,  American  College  of  Physicians 
During  fiscal  1985-86  the  American  College  of  Physi- 
cians in  Delaware  was  saddened  by  the  death  of  its  most 
illustrious  member,  Dr.  Lewis  B.  Flinn.  At  the  age  of  88, 
while  on  safari  in  Kenya,  he  sustained  a myocardial 
infarct  which  a few  days  later  gave  rise  to  a cerebral 
embolus  which  in  turn  eventually  led  to  his  death.  In  1974 
Dr.  Flinn  had  been  recognized  and  honored  for  his 
achievements  by  being  made  a Master  of  the  College,  an 
honor  reserved  for  only  a handful  of  physicians  in  the 
nation  and  virtually  none  outside  of  top  academic  posi- 
tions in  leading  universities.  He  will  be  sorely  missed. 

On  a happier  note,  a Delaware  regional  scientific  meet- 
ing was  held  at  the  Virdon  Center  in  Lewes  on  May  10, 
1986.  It  was  highly  successful,  with  54  physicians  in 
attendance  attracted  by  a program  put  together  by  Dr. 
William  J.  Holloway  which  featured  excellent  speakers  of 
national  prominence.  A holiday  mood  prevailed  with 
spouses  and  parties  much  in  evidence,  as  members  from 
all  three  counties  of  Delaware  and  neighboring  states  got 
a chance  to  get  to  know  each  other. 

Finally,  by  a vote  of  the  membership  in  the  spring  of 
1986,  the  decision  was  made  to  formalize  the  Delaware 
region  by  incorporating  as  a chapter.  The  legal  aspects  of 
incorporation  are  currently  in  progress. 

E.  Wayne  Martz,  M.D. 
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Delaware  Urological  Society 
The  annual  meeting  of  the  Delaware  Urological  Society 
was  held  September  12-13,  1986,  at  Rehoboth  Beach, 
Delaware.  No  special  issues  or  concerns  were  brought  up 
at  the  business  meeting. 

The  new  officers  for  the  coming  year  were  elected  as 
follows:  Ramachandra  U.  Hosmane,  M.D.,  president;  Jose 
M.  Gueco,  M.D.,  vice  president;  and  Alex  M.  Raney,  M.D., 
re-elected  as  exective  secretary. 

Alex  M.  Raney,  M.D. 

Delaware  Chapter,  American  Academy  of  Pediatrics 
It  is  with  pleasure  that  I inform  you  that  1985-86  was  a 
very  eventful  and  fruitful  year  for  our  Chapter,  which 
proved  once  more  that  well-motivated  people  can  accom- 
plish a lot. 

The  following  is  a report  of  the  activities  of  our 
committees: 

Committee  on  Children  With  Disabilities  (Drs.  Ted 
E.  Chronister,  Douglas  M.S.  Spencer  and  Neal  B. 
Cohn)  - Activity  involved  with  Dr.  Frankenberger 
of  Denver  in  developing  a program  in  Delaware  to 
train  pediatricians  to  recognize,  diagnose  and  treat 
children  with  disabilities. 

Committee  on  Medical  Practice  (Dr.  David  A. 
Levitsky)  - Discussion  with  the  Delaware  Insur- 
ance Commissioner  about  misunderstandings  on 
third-party  coverage  of  newborn  care. 

Committee  on  Educational  Activities  - Commen- 
dable job  by  Dr.  Katherine  L.  Esterly  on  the  “Dr. 
Margaret  Handy  Memorial  Neonatal  Lectureship” 
(March  7,  1986);  Dr.  Janet  P.  Kramer  on  the  “Ado- 
lescent Medicine  Seminar”  (May  11-14,  1986)  and 
Dr.  Forrest  G.  Hawkins  on  the  “Dr.  R.O.Y.  Warren 
Pediatric  Seminar”  (November  5,  1986). 

Committee  on  Day  Care  Centers  (Drs.  Andrew  A. 
Henderson,  III,  and  Gershon  A.  Klein)  - Collabo- 
rated with  the  Delaware  Director  of  Licensing 
Services  in  setting  guidelines  for  the  management 
of  medical  problems  in  Day  Care  Centers. 
Committee  on  Health  Care  Finance  - Very  helpful 
in  the  conception  of  “Children’s  Health  Care  of 
Delaware,  Inc.”  and  also  in  the  “Physician’s  Health 
Plan.” 

Legislative  Committee  (Drs.  Sarabeth  Walker  and 
Henry  H.  Stroud)  - Actively  campaigned  for  support 
of  the  “Child  Health  Incentive  Reform  Plan”  and 
for  the  “Vaccine  Accident  Compensation  Act.” 
Committee  on  Mental  Health  and  Committee  on 
Adolescent  Medicine  - Conducted  a media  cam- 
paign of  awareness  of  the  growing  epidemic  of 
“teenage  suicide.” 

Bioethics  Committee  (Drs.  Henry  H.  Stroud  and 
Maurice  Liebesman)  - Close  cooperation  with  The 
Medical  Center  of  Delaware  in  the  formation  of  its 
Ethics  Committee. 

Committee  on  Maternal  and  Child  Health  (Drs. 
Katherine  L.  Esterly  and  Michael  L.  Spear)  - 
Leading  role  in  the  “Delaware  T ask  Force  on  Infant 
Mortality.” 
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By-Laws  Committee  (Drs.  Sarabeth  Walker  and 
Patricia  H.  Purcell)  --  Undertook  the  task  to  review 
and  update  our  by-laws  creating  a Junior  Member- 
ship, which  will  allow  Pediatric  Residents  to  join 
the  Chapter. 

Accident  and  Injury  Prevention  (Dr.  Forrest  G. 
Hawkins)  - Did  a superb  job  trying  to  push  seat 
belts  in  school  buse§  despite  the  opposition  of  our 
Legislature. 

School  Health  Committee  {Drs.  Charles  D.  Thomas 
and  J.  Bartley  Stewart,  Jr.)  - Studied  the  eventual- 
ity of  problems  related  to  attendance  to  school  and 
children  with  AIDS. 

Committee  on  Child  Abuse  {Drs.  Patricia  H.  Purcell 
and  Michael  E.  Norman)  - Assisted  the  University 
of  Delaware  in  a three-day  conference  in  September 
1986. 

Committee  on  Communicatons  - Publishes  our 
quarterly  newsletter,  “What’s  AAP,  Doc..?”  and 
“Delaware  Pediatrician,”  a series  of  three  leaflets  to 
instruct  parents  on  immunizations,  automobile 
safety  and  day  care  centers;  conducted  a letter- 
writing campaign  in  support  of  the  Vaccine  Acci- 
dent Compensation  Act  and  the  Child  Health 
Incentive  Reform  Program  and  also  assisted  the 
Alfred  I.  duPont  Institute  in  celebrating  its  “Health 
Fair”  in  May  1986. 

Committee  on  Meetings/ Events  - Kudos  to  Dr. 
Marilyn  K.  Lynam  for  organizing  a superb  Annual 
Spring  Dinner  during  which  Governor  Michael  N. 
Castle  received  the  “Delaware  Chapter  Outstand- 
ing Citizen  Award,  1986”  and  to  Dr.  Ted  E.  Chronis- 
ter  for  organizing  our  annual  membership  meeting 
during  which  the  new  members  of  the  Executive 
Committee  were  installed  for  a term  of  two  years 
beginning  September  1986: 


President: 

Vice  President: 
Secretary: 
Treasurer: 
Members  at  Large: 


Maurice  Liebesman,  M.D. 
Edward  McReynolds,  M.D. 
Joseph  DiSanto,  M.D. 
Sarabeth  Walker,  M.D. 
John  I.  Forest,  Jr.,  M.D. 

A.  J.  Henderson,  M.D. 

Rita  Meek,  M.  D. 

Maurice  Liebesman,  M.D. 


Delaware  Society  of  Orthopedic  Surgeons 

The  Delaware  Society  of  Orthopedic  Surgeons  has  had 
several  meetings  this  year.  Our  overriding  concern 
remains  the  litigious  atmosphere  in  this  state  and  the 
unwillingness  of  the  state  legislature  to  address  the 
problem.  We  are  attempting  to  organize  the  orthopedists 
so  that  we  can  be  a more  effective  voice  in  dealing  with  our 
legislators  in  this  regard. 

As  a State  Orthopedic  Society,  we  were  distressed  when 
we  approached  the  Medical  Society  to  try  to  coordinate  the 
efforts  of  the  Orthopedic  Society  with  the  Medical  Society. 
We  were  completely  rebuffed.  We  had  hoped  that  there 
could  be  a coordinated  effort  in  this  regard.  The  Orthopedic 
Society  would  certainly  like  to  coordinate  our  activities 
with  the  Medical  Society  in  the  future. 


Richard  T.  D’Alonzo,  M.D. 


Delaware  Society  of  Obstetrics-Gynecology 

The  art  of  medicine  consists  of  meeting  the  needs,  with 
compassion  and  caring,  of  those  individuals  who  are  ill 
and  suffering. 

The  practice  of  medicine  consists  of  applying  the  knowl- 
edge obtained  through  study  and  experience  to  the  care 
and  cure  of  these  same  ill  and  suffering  individuals. 

The  art  and  practice  are  best  accomplished  in  a one-to- 
one  context,  best  meaning  best  for  patient  and  best  for 
doctor. 

It  has  become  incredibly  difficult  to  accomplish  the  art 
and  practice  of  medicine  in  the  societal  milieu  of  today. 
But  this  incredibly  difficult  position  makes  it  all  the  more 
worthwhile  when  you  realize  medicine  can  and  must  be 
practiced  in  spite  of  the  great  difficulties. 

“It  is  the  best  of  times;  it  is  the  worst  of  times.”  Dickens’ 
aphorism  is  cogent  today.  Medical  technology  is  at  an 
apogee  compared  to  the  past.  Infectious  disease  has  been 
conquered  to  a point  where  nosocomial  infections  have 
assumed  a leading  role  in  the  totality  of  cases.  Transplan- 
tation of  organs  is  now  commonplace.  Open  heart  surgery 
is  now  offered  in  community  hospitals.  At  the  same  time 
trauma  and  violence  in  our  society  are  responsible  for  an 
horrendous  number  of  deaths.  Cancer  and  other  altera- 
tions in  immune  mechanisms  have  increased  exponen- 
tially in  the  industrialized  societies.  As  an  example  the 
recent  Chernobyl  tragedy  has  promoted  an  estimation  of 
the  increased  number  of  cancer  cases  occurring  as  a result 
of  the  radiation  fallout  across  northwestern  Europe. 

The  practicing  obstetrician  and  gynecologist  find  them- 
selves in  the  forefront.  As  a member  of  a high  risk 
specialty  (including  anesthesia,  neurosurgery,  and  orthoped- 
ics), he  or  she  can  be  assured  of  the  following:  a higher 
professional  liability  premium  next  year  (the  Delaware 
increase  is  25%  amounting  to  a one  year  premium  of 
$35,000  for  a mature  claims  made  policy,  a 61%  increase  for 
St.  Paul  in  the  second  year  of  a claims  made),  an  increased 
probability  of  being  involved  in  a liability  action  next 
year,  an  increased  level  of  anxiety  secondary  to  those  facts 
and  lastly  a decreased  ability  to  care  for  the  ill  and 
suffering  individuals  which  is  the  essence  of  the  art  and 
practice  of  medicine. 

In  Delaware  this  past  year  we  have  lost  1 1 physicians 
from  practice.  Two  of  those  retirements  were  involuntary 
secondary  to  illness  but  the  remaining  eight,  also  involun- 
tary, retired  with  a major  contributing  factor  being  the 
professional  liability  factor.  As  the  liability  crisis  deepens, 
which  it  will,  there  will  occur  further  losses  of  praccticing 
physicians  and  while  this  is  a tangible  effect,  the  intangi- 
ble effect  is  upon  the  physician  still  in  practice.  Risk 
management  is  held  out  as  a panacea  to  reverse  the  tide. 
Instead  risk  management  becomes  a self-fulfilling  proph- 
ecy. The  physician  practices  defensive  medicine  which 
adds  to  cost.  On  the  other  hand,  cost  containment  is  being 
trumpeted  in  tbe  media,  employers  are  demanding 
lowering  of  their  health  care  costs,  all  of  which  brings  the 
physician  into  a dichotomy  which  promotes  divisiveness, 
and  division  rarely  accomplishes  its  goats.  It  does  lower 
standards.  It  does  change  the  status  quo,  but  not  for  the 
better. 
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During  the  past  year  Delaware  obstetrics  and  gynecol- 
ogy has  seen  the  following  changes  occur. 

I.  Increased  transfer  of  downstate  obstetric  patients 
to  the  upstate  tertiary  care  center.  To  help  accomplish 
this,  there  has  been  increased  helicopter  transport. 

II.  There  has  been  an  increase  in  full  time  physicians 
in  the  Department  of  Obstetrics  and  Gynecology  at  The 
Medical  Center  of  Delaware.  There  are  now  two  perina- 
tologists, two  oncologists,  and  a search  is  going  on  for  a 
reproductive  endocrinologist.  The  requirements  for 
residency  accreditation  specify  those  positions  to  be 
filled. 

III.  St.  Francis  Hospital  has  completed  a second  year 
of  operating  an  obstetric  unit  and  currently  is  accom- 
modating 65-70  deliveries  a month.  The  Medical  Center 
of  Delaware  delivers  about  500  cases  per  month.  River- 
side has  no  obstetric  department.  The  down  state 
hospitals,  Kent  General  in  Dover,  Milford  Memorial  in 
Milford,  Nanticoke  Hospital  in  Seaford  and  Beebe  in 
Lewes  deliver  approximately  80, 50, 38,  and  36  cases  per 
month  respectively. 

IV.  A major  professional  liability  insurance  com- 
pany, St.  Paul,  has  declared  a moratorium  on  writing 
insurance  for  obstetricians  and  gynecologists  and  with 
the  withdrawal  of  I.C.A.  from  the  market  this  leaves 
only  PHICO  as  the  sole  insurer  for  obstetricians  and 
gynecologists  in  the  State  of  Delaware.  PHICO  has 
recently  withdrawn  from  all  states  except  Delaware  and 
Vermont  presumably  because  of  agreements  with  the 
state  medical  societies.  But  if  there  is  a perception  of 
loss  on  PHICO’s  part,  Delaware  obstetricians  and 
gynecologists  will  be  without  professional  liability 
insurance. 

V.  During  the  past  year  mammography  examina- 
tion for  women  has  become  a greatly  increased  best 
modality  following  the  American  Cancer  Society 
recommendations.  It  is  an  expensive  best,  ranging  in 
cost  from  $90  to  $125  in  Wilmington.  Its  predictive  value 
is  negligible  and  its  accuracy  about  the  90'K.  level. 
Nevertheless  more  and  more  are  being  performed  pre- 
sumably as  a defensive  basis  vis-a-vis  the  professional 
liability  as  well  as  picking  up  a certain  percentage  of 
cases  early  on. 

VI.  H.M.O.s,  a generic  term,  have  entered  the  health 
marketplace  over  the  last  few  years.  In  Delaware 
H.M.O.s  have  appeared  in  the  last  two  years  but  they 
are  proliferating  and  penetrating  remarkably.  Includ- 
ing 1987,  there  are  seven  H.M.O.s  up  and  running  as 
planned.  The  practicing  physician,  faced  with  a bewil- 
dering complexity  of  reimbursement  systems,  has 
adopted  one  of  three  postures:  (1)  Join  all  H.M.O.s  and 
thus  preserve  their  patient  base;  (2)  Join  none  of  the 
H.M.O.s  and  thus  preserve  their  own  status  quo:  or  (3) 
Establish  their  own  H.M.O.  and  preserve  the  fee-for- 
service  concept.  Division  of  the  medical  profession 
arises  from  such  efforts  at  cost  containment,  which  in 
reality  amount  to  cost  shifting  rather  than  contain  ment. 

The  patient,  faced  with  the  same  bewildering 
health  insurance  systems,  becomes  even  more  confused. 

VII.  Finally,  and  with  almost  equal  importance,  mar- 
keting has  become  the  catch  word  for  presenting  the 
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health  industry  in  a more  acceptable  light.  Marketing 
will  help  to  catch  the  share  that  the  hospital,  physician 
or  allied  health  care  facility  is  entitled  to.  There  is  a 
hazard  in  medicine,  the  hazard  being  a paradox.  As 
marketing  comes  more  and  more  to  the  fore,  the  paradox 
of  image  and  substance  emerges.  Selling  the  product 
becomes  more  important  than  the  product  itself,  and 
more  effort  is  expended  on  advertising,  promoting  and 
expanding  the  market  than  there  is  to  the  product  itself. 
In  the  practice  of  medicine  this  can  interfere  in  patient 
care  and  can  become  a fatal  flaw.  It  is  my  sincere  hope 
that  such  a happening  does  not  occur  in  our  community 
of  1 lelaware. 

The  art  of  medicine  consists  of  meeting  the  needs,  with 
compassion  and  caring,  of  those  individuals  who  are  ill 
and  suffering.  In  an  historical  sense,  no  matter  the 
governmental  or  societal  system,  medicine  has  always 
been  one  of  man’s  finer  institutions,  demonstrating  altru- 
ism for  others  and  possessing  continuity  which  no  matter 
how  confined  or  restricted  will  always  be  present  as  a part 
of  civilization. 

Charles  Robert  Green,  Jr.,  M,D, 

Delaware  Society  of  Nuclear  Medicine 
In  your  capacity  as  Chairman  of  the  Speciality  Society 
Committee,  you  have  requested  information  about  any 
special  issues  or  concerns  of  specialty  groups. 

Members  of  the  Delaware  Society  of  Nuclear  Medicine 
have  expressed  concern  about  future  state  and  .''or  hospital 
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policies  which  may  mandate  physicians  to  accept  assign- 
ment of  Medicare.  As  you  are  aware,  this  has  occurred  in 
Massachusetts  as  a provision  of  state  licensure.  While  our 
group  understands  the  plight  of  the  elderly,  there  is 
particular  concern  within  the  nuclear  medicine  specialty 
because  the  ratio  of  reimbursement  for  Medicare  is 
considerably  below  that  of  other  medical  specialities. 

We  are  not  aware  of  any  impending  plans  to  mandate 
acceptance  of  assignment  in  Delaware  and  hope  the 
Medical  Society  of  Delaware  will  take  a position  agains 
any  such  proposal. 

H.  Theodore  Harcke,  M.D. 

Delaware  Society  of  Internal  Medicine 
The  Delaware  Society  of  Internal  Medicine  has  been 
active  this  year  in  exploring  the  new  alternative  health 
care  systems  through  the  primary  care  and  subspecialty 
caucuses,  directed  by  Drs.  Fred  Davis  and  Steven  Grubbs 
respectively.  Nearly  65%  of  all  Delaware  internists  are 
now  members  of  DSIM. 

Other  activities  included  several  meetings  with  the 
legislative  committee  of  the  Delaware  Chapter  of  the 
American  Association  of  Retired  Persons,  to  promote  dia- 
logue concerning  Gramm-Rudman  initiatives  and 
Medicare  policy,  and  a meeting  in  Wilmington  of  the  pres- 
idents of  the  Pennsylvania,  New  Jersey,  Maryland,  Del- 
aware, and  Washington,  D.C.,  Societies  of  Internal  Medi- 
cine to  discuss  regional  concerns  and  strategies  in 
negotiating  with  insurance  carriers  and  Medicare. 

The  annual  dinner  meeting  on  November  14,  1985,  fea- 
tured R.  Thomas  Connally,  M.D.,  of  Washington,  D.C., 
Chairman  of  the  legislative  committee  of  the  American 
Society  of  Internal  Medicine,  who  discussed  “Government 
Intervention  on  Medicine  - Future  Shock.” 

The  focus  of  this  year’s  dinner  meeting  will  be  - 
“Unionism  in  Medicine  - A Viable  Professional  Option?” 

Janet  P.  Kramer,  M.D. 

Psychiatric  Society  of  Delaware 
The  Psychiatric  Society  of  Delaware  has  just  finished 
co-sponsoring  “1987  Mental  Illness  Awareness  Week” 
with  the  Alliance  for  the  Mentally  111  - Delaware,  a well- 
coordinated  effort  largely  put  together  by  AMI-D  and  its 
president,  Ron  Norris,  and  his  wife,  Linda.  Workshops  on 
the  facts  and  statistics  about  mental  illness  were  presented 
in  a number  of  different  forms  to  help  educate  the  public 
and  reduce  fear  and  the  stigma.  Most  especially  it  is  to  be 
recognized  that  one  percent  of  the  population  suffers  one 
or  another  of  the  forms  of  schizophrenia,  and  with  the 
average  family  size  being  four  people,  that  means  one  out 
of  25  families.  Then  there  is  manic  depressive  illness,  and 
major  depressive  disorder,  which  have  significant  biolog- 
ical components  as  well  as  their  psychological  compo- 
nents and  manifestations. 

Even  for  the  more  strictly  psychological  disorders  of  the 
neuroses  and  personality  disorders,  it  is  important  to  take 
a non-judgemental  approach  that  does  not  shift  or  place 
blame  to  where  it  does  not  belong.  Even  in  such  severe 
disorders  as  child  abuse,  both  physical  and  sexual,  the 
parents  themselves  are  most  often  acting  out  of  their  own 
past  experience  and  not  knowing  any  other  way  to  parent. 
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The  Psychiatric  Society  of  Delaware  continues  to  have 
three  scientific  meetings  a year  to  review  new  issues  or 
updates  on  old  issues  such  as  depression  and  sleep  dis- 
orders. There  is  also  an  annual  social  and  a business 
meeting  in  advance  of  the  annual  meeting  of  the  APA. 

The  Psychiatric  Society  of  Delaware  Auxiliary  is  in  the 
forefront  of  the  National  Auxiliary  in  developing  and  car- 
rying out  assistance  programs  within  the  community. 

Our  new  legislative  representative,  Harold  Graff,  M.D., 
is  working  together  with  the  other  legislative  representa- 
tives of  the  specialties  in  the  Medical  Society  to  advise  and 
recommend  regarding  various  health  matters  to  the  state 
legislature. 

Robert  N.  Dumin,  M.D.,  is  our  public  affairs  representa- 
tive for  three  years.  He  will  continue  to  have  contact  with 
AMI-D  and  the  media  regarding  mental  health  issues. 

The  Psychiatric  Society  of  Delaware  now  has  a per- 
manent mailing  address  and  phone  number  located  at  the 
Academy  of  Medicine.  Through  this  central  location  any 
of  the  officers  of  the  Society  may  be  reached,  and  this 
provides  easier  access  to  the  public. 

Ashley  Angert,  D.O.,  is  the  chairman  of  our  private 
practice  committee,  and  currently  this  committee  is  work- 
ing together  with  representatives  from  AMI-D  to  help 
improve  the  status  of  healtliinsurance  coverage  for  men- 
tal illness,  with  the  ultimate  goal  of  making  it  comparable 
with  the  coverage  for  the  rest  of  medical  disorders.  As  was 
found  in  the  state  of  Maryland  after  the  passage  of  com- 
pulsory mental  health  insurance  coverage  by  the  legisla- 
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ture,  the  increase  in  the  premium  cost  to  each  individual  in 
the  state  was  less  than  $12  per  year. 

Lastly,  Jorge  Pereira-Ogan,  M.D.,  has  become  editor  of 
the  newsletter  and  has  made  a significant  advance  in  its 
format  and  distribution.  We  hope  through  this  measure  to 
be  in  better  communication  with  all  of  our  physician  col- 
leagues in  the  state  of  Delaware. 

Leon  Morton  Green,  M.D. 


REPORT  OF  THE 
NOMINATING  COMMITTEE 

A meeting  of  the  Nominating  Committee  was  held  at 
the  University  and  Whist  Club  in  Wilmington  on  October 
2,  1986,  to  consider  positions  to  be  filled  for  the  year 
November  1986  through  November  1987. 

Peter  R.  Coggins,  M.D.,  President-Elect,  1985-1986,  will 
automatically  assume  the  office  of  President. 

The  following  nominations  were  made; 

President-Elect  - Martin  J.  Cosgrove,  M.D. 

Vice-President  - Henri  F.  Wendel,  M.D. 

Secretary  - Alfonso  P.  Ciarlo,  M.D. 

Treasurer  - Ali  Z.  Hameli,  M.D. 

Representative  to  the 

Delaware  Academy  of  Medicine  - Leonard  P.  Lang,  M.D. 


FOR  STANDING  COMMITTEES 
BUDGET  COMMITTEE 


Olin  S.  Allen,  II,  M.D. 
Daniel  A.  Alvarez,  M.D. 
Joseph  E.  Belgrade,  M.D, 
Bruce  L.  Bolasny,  M.D. 
A.  L.  Cucuzzella,  M.D. 

Thomas  S. 


Richard  T.  D’Alonzo,  M.D 
Thomas  E.  Dyer,  M.D. 

Ali  Z.  Hameli,  M.D. 

C.  S.  Papastavros,  M.D. 
Thomas  C.  Scott,  D.O. 

;es,  Jr.,  M.D. 


BYLAWS  COMMITTEE 

Rhoslyn  J.  Bishoff,  M.D.  Vincent  G.  J.  Lobo,  Jr.,  D.O, 
Jason  L.  Campbell,  M.D.  Norman  Taub,  M.D.  ^ 
William  H.  Duncan,  M.D.  Dene  T.  Walters,  M.D. 
Henri  F.  Wendel,  M.D. 


MEDICAL  ECONOMICS  COMMITTEE 


Olin  S.  Allen,  II,  M.D. 
Joseph  A.  Arminio,  M.D. 
James  Beebe,  Jr.,  M.D. 
Stephen  Gary  Cooper,  M.D. 
Ben  C.  Corballis,  M.D. 
Martin  J.  Cosgrove,  M.D. 
George  N.  Eriksen,  M.D. 
C.  R.  Green,  Jr.,  M.D. 


Richard  N.  Hindin,  M.D. 
Garth  A.  Koniver,  M.D. 
Robert  L.  Meckelnburg,  M.D. 
Bhaskar  S.  Palekar,  M.D. 
Donald  Schetman,  M.D. 
Michael  E.  Stillabower,  M.D. 
Raymond  R.  Strocko,  M.D. 
Charles  W.  Wagner,  M.D. 
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Robert  E.  Heckman,  M.D.  Owens  S.  Weaver,  M.D. 
Jay  G.  Weisberg,  M.D. 


MEDICAL  LIABILITY  INSURANCE  COMMITTEE 


Roger  S.  Alexander,  M.D. 
Robert  G.  Altschuler,  M.D. 
Daniel  A.  Alvarez,  M.D. 
James  Beebe,  Jr.,  M.D. 
Joseph  E.  Belgrade,  M.D. 
Philip  M.  Blatt,  M.D. 
Jeffrey  L.  Chait,  M.D. 

I.  Favel  Chavin,  M.D. 

Ben  C.  Corballis,  M.D. 
Barry  Diznoff,  M.D. 
Sandra  C.  Foote,  M.D. 
Harry  M.  Freedman,  M.D. 
L.  Mario  Garcia,  M.D. 
Errol  Ger,  M.D. 

Martin  Gibbs,  M.D. 
Ronald  M.  Goodman,  D.O. 
C.  R.  Green,  Jr.,  M.D. 

Ali  Z.  Hameli,  M.D. 

Arthur  F.  Zir 


O.  Keith  Hamilton,  M.D. 
Forrest  G.  Hawkins,  M.D. 
Stephen  L.  Hershey,  M.D. 
Joseph  F.  Kestner,  Jr.,  M.D. 
Jeffry  I.  Komins,  M.  D. 
Allan  W.  Levy,  D.O. 
Abdollah  M.  Malek,  M.D. 
Otto  Raul  Medinilla,  M.D. 
Peter  J.  Mette,  M.D. 
Dewey  A.  Nelson,  M.D. 
Peter  B.  Panzer,  M.D. 
Maria  D.  Perez,  M.D. 
Stephen  R.  Permut,  M.D. 
Roger  B.  Rodrigue,  M.D. 
Maurice  A.  Thew,  M.D. 
Filomeno  T.  Viloria,  M.D. 
Philip  R.  Walker,  M.D. 

J.  Rafael  Yanez,  M.D. 
lerman,  M.D. 


MEDICAL  REVIEW  COMMITTEE 


Roger  S.  Alexander,  M.D. 
Artemio  B.  Aranilla,  M.D. 
Gustave  K.  Berger,  M.D. 
Bruce  L.  Bolasny,  M.D. 
Jason  L.  Campbell,  M.D. 
I.  Favel  Chavin,  M.D. 
Burford  W.  Culpepper,  M.D. 
Anthony  L.  Cucuzzella,  M.D. 
Fredric  M.  Davis,  D.O. 
Charles  A.  Depfer,  D.O. 
Ronaldo  L.  Domingo,  M.D. 
John  J.  Egan,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Ronald  M.  Goodman,  D.O. 
C.  E.  Graybeal,  M.D. 
Charles  Robert  Green,  Jr.,  M.D. 
0.  Keith  Hamilton,  M.D. 
Robert  E.  Heckman,  M.D. 


Joseph  F.  Kestner,  Jr.,  M.D. 
Alfred  Lazarus,  M.D. 
Robert  N.  Ligo,  M.D. 

Peter  J.  Mette,  M.D. 
Ananth  P.  Nabha,  M.D. 
Mustafa  Oz,  M.D. 

C.  S.  Papastavros,  M.D. 
Greg  R.  Pahnke,  M.D. 
Yogish  A.  Patel,  M.D. 

Anis  Saliba,  M.D. 

Helen  P.  Ting,  M.D. 

Ilhan  M.  Tuzin,  M.D. 
Emilio  R.  Valdes,  Jr.,  M.D. 
Thomas  S.  Vates,  Jr.,  M.D, 
Christopher  H.  Wendel,  M.D. 
Leslie  W.  Whitney,  M.D. 
Howard  Wilk,  M.D. 

Dennis  R.  Witmer,  M.D. 


PROGRAM  COMMITTEE 


Philip  M.  Blatt,  M.D. 
Vincent  DelDuca,  Jr.,  M.D. 
Steven  L.  Edell,  D.O. 
Richard  F.  Gordon,  M.D. 
Stephen  Scott  Grubbs,  M.D. 
William  D.  Johnson,  M.D. 
Herbert  Keeting,  III,  M.D. 
Francis  A.  Marro,  M.D. 
E.  Wayne  Martz,  M.D. 


Venerando  J.  Maximo,  M.D. 
Robert  L.  Meckelnburg,  M.D. 
James  Harvey  Newman,  M.D. 
Roger  B.  Rodrigue,  M.D. 
William  L.  Sprout,  M.D. 
Marguerite  D.  Thew,  M.D. 
Helen  P.  Ting,  M.D. 
Filomeno  T.  Viloria,  M.D. 
Robert  L.  Wuertz,  M.D. 


PUBLIC  LAWS  COMMITTEE 


Rhoslyn  J.  Bishoff,  M.D. 
Leroy  B.  Buckler,  M.D. 

V.  Terrell  Davis,  M.D. 
Richard  T.  D’Alonzo,  M.D. 
Diana  Dickson-Witmer,  M.D. 
C.  Royer  Donoho,  Sr.,  M.D. 


Jeffry  I.  Komins,  M.D. 
Joseph  A.  Kuhn,  M.D. 
Vincent  G.  J.  Lobo,  Jr.,  D.O. 
Howard  Lovett,  M.D. 

Otto  Raul  Medinilla,  M.D. 
Allston  J.  Morris,  M.D. 


William  H.  Duncan,  M.D. 
Paul  F.  Emery,  M.D. 

J.  Robert  Fox,  M.D. 
Harold  Graff,  M.D. 
Stephen  S.  Gruhbs,  M.D. 
Ali  Z.  Hameli,  M.D. 
Robert  E.  Heckman,  M.D. 
Stephen  L.  Hershey,  M.D. 
Edward  L.  Jiloca,  M.D. 

Owens  S.  ^ 


Margaret  A.  Motl,  M.D. 
Lyman  J.  Olsen,  M.D. 
Jorge  Periera-Ogan,  M.D. 
Philip  L.  Rothbart,  M.D. 
Raymond  R.  Strocko,  M.D. 
Henry  H.  Stroud,  M.D. 
Ilona  T.  Szucs,  M.D. 
Sarabeth  Walker,  M.D. 
Newell  R.  Washburn,  M.D. 
aver,  M.D. 


PUBLIC  AND  PROFESSIONAL  EDUCATION 


Raafat  Z.  Abdel-Misih,  M.D. 
Daniel  A.  Alvarez,  M.D. 
Augusto  A.  Amurao,  M.D. 
Burton  Aronoff,  M.D. 
Habib  Bolourchi,  M.D. 
Peter  Chodoff,  M.D. 
Elizabeth  Craven,  M.D. 
William  H.  Duncan,  M.D. 
Steven  L.  Edell,  D.O. 

M.  Javed  Gilani,  M.D. 
Edward  M.  Goldenberg,  M.D. 
Mark  J.  Granada,  M.D. 
0.  Keith  Hamilton,  M.D. 
Richard  N.  Hindin,  M.D. 
James  M.  Hofford,  M.D. 
Joseph  F.  Kestner,  Jr.,  M.D. 


Kyo  A.  Kim,  M.D. 

Francis  A.  Marro,  M.D. 

E.  Wayne  Martz,  M.D. 
Elizabeth  Masten,  M.D. 
Peter  J.  Mette,  M.D. 
Michael  Norman,  M.D. 

Yogish  A.  Patel,  M.D. 
Bemadine  Z.  Paulshock,  M.D. 
Stephen  R.  Permut,  M.D. 
James  F.  Reamer,  M.D. 
Roger  B.  Rodrigue,  M.D. 
Mansour  Saberi,  M.D. 
Brian  F.  Smale,  M.D. 
Filomeno  T.  Viloria,  M.D. 
Dene  T.  Walters,  M.D. 
John  S.  Wills,  M.D. 


Richard  Winkelmayer,  M.D. 


PUBUCATION  COMMITTEE 


M.  J.  Cosgrove,  M.D.,  ex  officio 
Stephen  H.  Franklin,  M.D. 
William  J.  Holloway,  M.D. 
Joseph  F.  Kestner,  Jr.,  M.D. 
Robert  C.  Knowles,  M.D. 
E.  Wayne  Martz,  M.D. 


James  P.  Marvel,  Jr.  M.D. 
James  H.  Newman,  M.D. 
Bemadine  Z.  Paulshock,  M.D. 
P.  John  Pegg,  M.D. 
William  A.  Taylor,  M.D. 
John  S.  Wills,  M.D. 


DELEGATE  - AMERICAN  MEDICAL  ASSOCIATION 
(term  to  expire  12-31-87) 

Anthony  L.  Cucuzzella,  M.D. 

ALTERNATE  DELEGATE  - 
AMERICAN  MEDICAL  ASSOCIATION 
(term  to  expire  12-31-87) 

Daniel  A.  Alvarez,  M.D. 

JUDICIAL  COUNCIL 
Edgar  R.  Miller,  Jr.  - three-year  term 


BOARD  OF  MEDICAL  PRACTICE 
New  Castle  County 

Stephen  L.  Hershey,  M.D.  Raymond  R.  Noble,  M.D. 
Edward  F.  Gliwa,  M.D.  R.  C.  Stevenson,  M.D. 
Thomas  S.  Vates,  Jr.,  M.D. 

New  Castle  County 

Anthony  L.  Cucuzzella,  M.D.  Thomas  C.  Scott,  D.O. 
Albert  Gelb,  M.D.  Stanley  Verbit,  M.D. 

Leslie  W.  Whitney,  M.D. 
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Sussex  County 

Daniel  A.  Alvarez,  M.D.  Brett  Elliott,  M.D. 

Thomas  E.  Dyer,  M.D.  Sandra  C.  Foote,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

Peter  R.  Coggins,  M.D. 
Chairman 

Roger  S.  Alexander,  M.D. 
Robert  G.  Altschuler,  M.D. 
Jeffrey  L.  Chait,  M.D. 

Joseph  Kestner,  Jr.,  M.D. 

(The  report  was  adopted.) 

REPORT  OF  LIAISONS  AND 
REPRESENTATIVES 

AMERICAN  CANCER  SOCIETY 

Because  of  an  equal  number  of  representatives  from  the 
medical  professionals  and  laypersons  in  policy-making, 
the  activities,  policies  and  programs  of  the  American 
Cancer  Society  are  reported  to  the  membership  of  the 
Medical  Society  of  Delaware. 

One  critical  problem  that  continues  to  face  the  ACS  in 
Delaware  is  the  delivery  of  timely,  useful  and  appropriate 
professional  information  and  education  to  physicians  in 
our  State. 

In  an  effort  to  carry  out  this  aspect  of  the  Society’s 
cancer  control  responsibility,  it  is  imperative  that  the  ACS 
have  the  active  involvement  of  members  of  the  Medical 
Society  of  Delaware.  Members  of  the  Medical  Society  can 
assist  in  defining  the  program  directions  of  the  ACS  and 
assist  the  ACS  to  implement  the  following  specific 
objectives: 

1.  Utilize  existing  forums  to  implement  ACS  Profes- 
sional Education  programs  by  developing  a rela- 
tionship with  the  members  planning  the  Medical 
Society  programs. 

2.  Provide  hospital  medical  libraries  with  films  and 
materials. 

3.  Keep  hospital  liaison  representatives  current  with 
ACS  materials. 

4.  Work  with  representatives  within  each  of  the  fol- 
lowing groups  to  identify  at  least  one  program  for 
each  professional  group:  physicians,  nurses,  social 
workers,  pharmacists,  clergy,  and  dentists. 

5.  Provide  programs  regarding  colorectal  health  check 
for  primary  care  physicians. 

Patient  Service  is  a major  component  of  the  ACS 
program.  It  is  surpassed  only  by  Public  Education  in  total 
expense  and  scope.  During  the  1985-86  Program  Year 
1,000  cancer  patients  were  helped  in  the  following  areas: 
information,  transportation,  home  care  services,  medical 
equipment,  rehabilitation,  medications,  and  counseling. 

Charles  A.  Depfer,  D.O. 

Liaison 

(The  report  was  filed.) 

AMERICAN  DIABETES  ASSOCIATION, 
DELAWARE  AFFILIATE,  INC. 

The  fiscal  year  July  1, 1985,  to  June  30, 1986,  has  been  a 
second  year  of  rapid  growth  and  expansion  for  the 
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Delaware  Affiliate.  Highlights  include: 

* expansion  of  our  diabetes  detection  network  from  18 

to  32  stations. 

* participation  in  27  health  fairs 

* increase  in  membership  to  760  persons  (up  19%) 

* conducting  our  first  professional  symposium  with 

more  than  125  health  care  professionals  in 
attendance 

* establishing  chapters  in  each  county  with  monthly 

educational  meetings  and  support  group 
activities 

* continuation  of  publication  of  our  quarterly  Affiliate 

newsletter  and  supplementing  it  with  monthly 
newsletters  from  each  chapter 

* conducting  major  public  education  meetings  in  con- 

junction with  ADA  sponsored  mini-health  fairs 
throughout  the  state 

* establishing  the  concepts  of  a series  of  educational 

programs  for  both  the  professionalk  and  public 
relating  to  diabetes  (programs  intorduced  in  the 
fall  of  1986) 

* providing  scholarships  for  children  to  attend 

summer  camp,  where  they  learn  the  skills  of 
diabetes  self-management 

* sent  two  youths  (one  each  from  Kent  and  Sussex 

Counties)  to  the  National  ADA  sponsored  Youth 
Congress  in  Washington,  DC 

* employment  of  a full-time  office  manager  who  also 

coordinates  ADA  detection  reporting  and  com- 
munity campaigns 

* employment  of  a full  time  extension  director  charged 

with  expanding  ADA  programs  and  services  in 
New  Castle  County  and  serving  as  the  back  up 
for  the  Executive  Director 

* expansion  of  the  number  of  volunteer  leaders  in  the 

Affiliate’s  Board  and  Committees 

One  of  our  most  important  areas  of  concern  is  the  need  to 
have  more  participation,  as  active  members  in  our  pro- 
fessional category,  of  physicians  and  other  health  care 
professionals.  We  have  the  ability  to  serve  diabetics  in  a 
number  of  vital  areas  but  we  need  the  support  of  the 
medical  community  to  get  out  the  word  that  we  are  here. 

Grafton  D.  Reeves,  M.D. 

Liaison 

(The  report  was  filed.) 

AMERICAN  HEART  ASSOCIATION  OF 
DELAWARE,  INC. 

The  beauty  and  strength  of  the  American  Heart  Associ- 
ation can  be  seen  when  people  from  all  walks  of  life  join 
together  throughout  the  state  in  an  effort  to  prevent  heart 
disease  through  research,  public  education  and  commun 
ity  service  programs.  It  is  through  the  volunteers  that  the 
battle  of  heart  disease  is  fought.  In  addition  to  the  films 
and  educational  leaflets  used  in  previous  days,  we  now 
rely  on  the  active  participation  of  Delaware  citizens  to  I 
modify  their  lifestyle  in  order  to  live  a healthier,  happier ' 
and  perhaps  longer  life.  The  following  represents  the 
American  Heart  Association  of  Delaware’s  report  of  1985- 1| 
86  program  activities  to  the  Medical  Society: 
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Research'.  The  AHA  of  Delaware  continues  to  expand  its 
local  research  support.  $1 13,000  was  expended  in  grant-in- 
aid  to  1 1 area  research  investigators  this  year. 

Public  Health  Education:  Our  public  education  and 

[community  service  programs  were  conducted  for  schools, 
clubs,  organizations  and  for  businesses  and  their 
employees.  Literature  on  all  topics  relating  to  cardiovas- 
cular health  was  requested  in  amounts  exceeding  50,000 
items. 

Throughout  the  community,  Heart  is  called  on  to  pro- 
vide services.  Heart’s  Speaker’s  Bureau  provides  another 
forum  for  dispensing  heart  information  to  the  public.  An 
estimated  1,300  persons  listened  to  heart  volunteers 
speaking  about  heart  disease  and  advocating  heart  health 
at  25  programs  in  the  past  year.  Our  heart  volunteers 
conducted  60  blood  pressure  screenings  with  1,900  persons 
screened.  AHA  literature  was  disseminated  at  14  health 
fairs  throughout  the  state. 

Financial  support  is  also  provided  to  Tel-Med,  a service 
of  the  Academy  of  Medicine.  Approximately  600  calls  are 
recorded  per  month  requesting  information  on  cardio- 
vascular disease.  Heart’s  film  library  consists  of  nearly  50 
professionally  produced  films  and  are  available  for  loan  to 
schools  and  industry  upon  request. 

Our  school  programs  reached  10,000  children  from  K- 
12th  grade  in  public,  private  and  parochial  schools  last 
year.  A special  program,  the  Tin  Man,  ws  developed  by  the 
Delaware  Affiliate  for  children  in  elementary  schools. 
This  program  enabled  us  to  reach  8,100  children  with 
heart  health  information.  During  February,  Health 
Month,  74  Tin  Man  programs  were  presented  at  47  shcools 
in  24  days  reaching  62%  of  the  children  in  kindergarten 
through  2nd  grade.  High  school  students  were  encouraged 
to  quit  smoking  through  the  SAVE  A SWEETHEART 
anit-smoking  program.  1,500  students  in  six  high  schools 
pledged  to  quit  smoking  on  Valentine’s  Day;  in  addition 
1,000  students  pledged  not  to  start  smoking.  Through  in- 
service  programs,  teachers  in  Delaware  learned  how  to 
incorporate  heart  health  in  their  curricula  utilizing  the 
wide  array  of  classroom  resources  made  available  by  the 
American  Heart  Association. 


Emergency  Cardiac  Care:  Our  most  identifiable  educa- 
tional program  continues  to  be  cardiopulmonary  resusci- 
tation training.  Our  660  Basic  Life  Support  Instructors 
conducted  1,281  CPR  courses  training  12,000  persons  in 
this  life  saving  technique.  In  addition,  200  persons  learned 
CPR  through  the  aid  of  computers  at  the  Association’s 
offices  and  220  new  and/or  expectant  parents  learned 
infant  CPR. 

Statewide  training  in  Advanced  Life  Support  is  now  in 
its  fourth  year.  The  need  of  heart  certified  ACLS  instruc- 
tors and  care  givers  is  extreme.  Nineteen  courses  were 
conducted  at  six  hospitals  training  460  medical  profes- 
sionals to  administer  advanced  life  support.  To  maintain  a 
faculty  to  teach  these  courses.  Heart  annually  conducts 
one  ACLS  instructor  course.  This  year  37  medical  profes- 
sionals were  trained  as  ACLS  Instructors,  which  brings 
the  number  of  ACLS  Faculty  in  the  state  to  115. 

The  Newark  Emergency  Center  now  offers  CPR  train- 
ing to  the  general  public.  To  facilitate  the  training  in  the 
Newark  area.  Heart  provided  an  adult  mannequin  to  the 
Center. 

Professional  Education:  Medical  and  related  health 
professionals  are  kept  abreast  of  the  latest  developments 
in  cardiovascular  research  and  treatment  through  the 
periodic  training  programs  and  publications.  Medical 
newsletters  such  as  Modern  Concepts  of  Cardiovascular 
Nursing  provide  specialized  information  for  medical 
professionals. 

Over  300  individuals  in  the  health  field  from  a six-state 
area  attended  a three-day  High  Blood  Pressure  Confer- 
ence at  the  Radisson  Hotel  where  they  received  updated 
information  on  hypertension  and  related  diseases.  The 
program  was  hosted  and  co-sponsored  by  the  AHA  of 
Delaware. 

Cardiac  Rehabilitation:  AHA’s  services  in  cardiac 
rehabilitation  involve  education  and  support  for  hospital- 
ized patients  and  persons  in  the  community  affected  by 
heart  disease. 

Seven  hospitals  in  Delaware  now  have  Cardiac  Patient 
Education  programs.  Through  the  American  Heart  Asso- 
ciation and  funds  generated  by  the  Heart  Ball,  videotapes, 
flip  charts  and  other  bedside  teaching  aids,  cardiac 
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patients  and  their  families  are  helped  to  understand  the 
extent  of  their  illness.  The  hospitals  offering  cardiac 
patient  programs  are  Beebe,  Nanticoke,  Kent  (feneral,  St. 
Francis,  Riverside,  Christiana  and  Wilmington. 

In  addition,  cardiac  support  groups  meet  regularly  in 
each  county  to  discuss  with  professionals  topics  of  concern 
to  cardiac  patients  and  their  families. 

Diet  Nutrition:  Our  programs  in  nutrition  are  expand- 
ing throughout  the  community  and  reaching  people  in 
several  ways. 

Fourteen  supermarkets  participated  in  the  Food  Festi- 
val, a one-week  event,  which  promoted  low  cholesterol 
foods.  15,000  pieces  of  AHA  diet  literature  were  dissemi- 
nated and  food  demonstrations  were  conducted  at  several 
stores.  This  promises  to  be  a national  event  involving 
supermarkets  across  the  country. 

Over  100  persons  attended  our  cooking  courses  to  learn 
appetizing  ways  of  preparing  and  presenting  heart 
healthy  foods  low  in  calories,  fats,  sodium,  and 
cholesterol. 

Several  restaurants  in  Delaware  are  encouraging  heart 
healthy  dining.  More  and  more  menu  selections  are  being 
prepared  in  accordance  with  the  dietary  recommendations 
of  the  American  Heart  Association.  Registered  dietitians 
have  volunteered  many  hours  to  assist  restaurants  with 
the  AHA  dietary  guidelines. 

Special  literature,  recipes,  and  posters  featuring  sea- 
foods were  developed  and  distributed  to  all  retail  fish 
markets  in  Delaware  in  an  effort  to  encourage  heart 
healthy  food  preparation. 

On  behalf  of  the  American  Heart  Association  of  Dela- 
ware, I wish  to  thank  the  medical  community  for  their 
continuing  support  of  the  Association  and  its  many  varied 
programs. 

Arthur  W.  Colbourn,  M.D. 

Chairman 

(The  report  was  filed.) 

CONTROLLED  SUBSTANCES  ADVISORY 
COMMITTEE  STATE  OF  DELAWARE 

The  Office  of  Narcotics  and  Dangerous  Drugs  of  the 
State  of  Delaware  has  been  in  existence  for  14  years.  It  is 
still  a small  unit  but  a unit  that  should  receive  the  praise 
and  plaudits  of  physicians  and  patients  for  the  excellent 
service  that  has  been  provided  in  pointing  the  way  to 
educate,  to  seek  legislation,  and  to  cooperate  in  the  better 
and  safe  use  of  drugs  in  our  state.  Mr.  Martin  Golden  has 
been  their  able  leader. 

The  summary  that  follows  relates  the  past  year’s  activi- 
ties and  should  in  part  depict  the  fine  job  done  by  the 
members  of  the  Office  of  Narcotics  and  Dangerous  Drugs. 

In  September  1985,  it  was  announced  that  approval  had 
been  given  by  the  F.D.  A.  to  three  drug  firms  for  the  manu- 
facture of  T.H.C.  capsules  to  be  used  only  for  nausea  and 
vomiting  for  patients  undergoing  chemotherapy.  It  is  now 
ready  for  sale  as  a Schedule  II  preparation  in  two  forms 
only,  in  sesame  oil  and  in  capsules,  with  full  documenta- 
tion of  patient  illness  and  thereby  need.  This  means  a 
documentation  for  each  individual  patient. 
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Your  concerns  about  the  Controlled  Substance  Act  Reg- 
ulation 4,  which  requires  each  pharmacist  to  identify  the 
bearer  of  controlled  substances  prescriptions  and,  when 
prescriptions  are  phoned  in,  to  identify  the  voice  of  the 
prescriber,  have  been  expressed  at  all  meetings.  The  per- 
centage of  complainers  has  been  less  than  0.5%.  This 
Annual  Meeting  is  another  place  to  record  and  direct  any 
complaints  about  the  system. 

It  is  necessary  to  point  out  that  Controlled  Substance 
Act  Regulation  4 brought  about  the  end  of  the  scam  of  a 
nurse  who  had  passed  herself  off  as  a physician’s  nurse  to 
illegally  obtain  drugs.  In  another  incident,  a man  claim- 
ing to  be  a physician  was  caught  when  the  pharmacist 
realized  it  was  the  wrong  voice  and  the  pharmacist’s  sub- 
sequent action  ended  this  man’s  career. 

Your  next  licensure  fee  to  prescribe  controlled  substan- 
ces will  be  greater  but  it  will  be  from  July  1,  1987  to  June 
30,1989,  as  a result  of  a new  Delaware  regulation. 

The  General  Assembly  has  now  made  it  a felony  to 
acquire  or  obtain  possession  of  a substance  for  which  a 
valid  prescription  or  order  of  a practitioner  is  required,  by 
misrepresentation,  fraud,  forgery,  deception  or  subter- 
fuge. Poor  record-keeping  was  continued  as  a misdemean- 
or unless  calculated  to  obscure  usage. 

Cocaine  and  designer  drugs  have  a new  and  clarifying 
definition. 

It  is  to  be  remembered  that  Schedule  I drugs  are  availa- 
ble for  usage  if  the  physician  complies  with  the  regula- 
tions governing  Schedule  I drugs. 

In  the  past  year,  the  use  of  prescription  forms  and  drugs 
on  prescription  has  dropped  off  in  our  State. 

Forgeries  since  the  advent  of  the  Controlled  Substance 
Act  Regulation  4 have  dropped  off  by  50%. 

Street  drugs  currently  in  use  in  Delaware  are  best  seen  in 
the  accompanying  chart. 

In  the  past  when  the  Society  has  been  alerted  to  the 
concerns  of  the  Office  of  Narcotics  and  Dangerous  Drugs 
an  improvement  has  been  seen.  The  present  concerns  are: 

( 1 ) An  increase  in  professional  abuse  of  drugs.  (Physi- 
cians, nurses  and  pharmacists.) 

(2)  Increased  diversion  of  drugs  as  a result  of  the 
increased  number  of  nursing  homes  and  clinics.  The  di- 
version by  employees  of  these  organizations. 

(3)  The  appearance  of  clandestine  labs. 

Finally,  we  in  Delaware  have  a fine  group  of  employees 
in  the  Office  of  Narcotics  and  Dangerous  Drugs  who  are 
doing  a fine  job  to  make  our  work  more  pleasurable. 

Rhoslyn  J.  Bishoff,  M.D. 

Representative 

(The  report  was  filed.) 

COORDINATING  COUNCIL  FOR  THE 
HANDICAPPED  CHILD  OF  DELAWARE,  INC. 

The  Coordinating  Council  for  the  Handicapped  Child  of 
Delaware  sponsored  two  public  meetings  during  the  year. 
The  fall  conference,  held  in  November,  1985,  highlighted 
the  topic  “The  Missing  Link-Strategies  for  Interagency 
Case  Management.”  It  was  attended  by  167  persons 
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STREET  DRUGS  IN  USE 


UPS 

DOWNS 

HIGHS 

INHALANTS 

STEROIDS 

HORMONE 

Singles 

speed 

crank 

meth 

amphet 

dexedrine 

bennies 

caffeine 

mda 

guarana 

cocaine 

crack 

coca  paste 

nicotine 

diet  pills 

sprite 

alcohol 

marijuana 
grass 
hash 
hash  oil 
PCP 
LSC 

special  K 

jimson 

peyote 

yohimbe 

nutmeg 

atropine 

DMT 

psilocybin 

mushrooms 

ibogaine 

yage 

morning 

glory 

harmine 

bufotenine 

glue 
gasoline 
poppers 
amyl 
butyl 
isobutyl 
whippets 
RAID 
PAM 
freon 
cleaning 
fluids 
VICKS 
ether 
acetone 
ZING 
ZOOM 
RUSH 
LOCKER- 
ROOM 
white  out 
clove  cigs. 

steroids 

cortisone 

estrogen 

testos- 

terone 

opiates 
opium 
morphine 
heroin 
methadone 
codeine 
paregoric 
laudanum 
darvon,  “tar” 

barbs 

barbitol 

phenobarb 

amytal 

Seconal 

quaalude 

tranqs 

minor 

valium 

major 

thorazine 

lick 

“Over  The 
Counter” 

no  doz 

cough 

syrup 

contac 

RAID 

sprays 

Multiples 

XTP 

vxr* 

YTP 

speed 

yv  1 w 

bell 

Look  Alikes 

Various 

uppers 

ephed-caff 

china  white 

Designer 

real  XTC- 
MDA-adam 

china  white 

other  LSD’s 

Electronic 

o 

o 

o 

MARIO  PAZZAGLINI,  PH.D. 

4-22-86 


Del  Med  Jrl,  February  1987— Vol.  59,  No.  2 


133 


Proceedings  of  the  House  of  Delegates,  1986  Part  II 


i'c|)rcs('ntinKageiK'i(‘s  in  the  health,  social  services,  educa- 
Imn,  rehabilitation  and  advocacy  fields.  Conference  par- 
liciiiants,  through  the  workshop  sessions,  developed 
strategies  which  are  necessary  in  order  for  interagency 
case  management  to  function  in  Delaware.  These  strate- 
gies were  incorporated  into  a position  paper,  and  imple- 
mentation efforts  are  currently  being  discussed  with  the 
Secretaries  of  the  Governor's  Human  Services  Cabinet 
Council.  'Phe  impact  of  this  and  other  conferences  is  evi- 
dent in  the  goal-directed  attention  to  these  same  areas  by 
groups  such  as  the  Developmental  Disabilities  Planning 
Council. 

Tbe  second  large  meeting  was  held  in  April,  19Sb,  at  the 
Alfred  I.  du  Pont  Institute.  This  two-day  conference 
focused  on  “New  Life  in  the  Neighborhood-Living 
Arrangements  for  People  with  Mental  and  Physical  Dis- 
abilities." Over  100  people  attended  these  sessions  to  learn 
about  issues  involved  with  community  living,  both  in  Del- 
aware and  nationwide.  From  this  investigation,  recom- 
mendations have  been  prepared  which  would  improve 
community  services  for  Delaware’s  handicapped  children 
and  adults. 

The  Coordinating  Council  is  involved  with  two  special 
projects.  The  Health  Career  Internship  project  offers  high 
school  students  the  opportunity  to  explore  a career  interest 
in  the  health  area  while  earning  credit  as  a volunteer 
intern.  The  program  is  currently  offered  in  11  school  dis- 
tricts with  over  30  health  and  rehabilitation  facilities 
available  as  sites  for  these  interns.  The  program  is  co- 
sponsored by  the  Business  Industry  Education  Alliance. 


In  conjunction  with  American  Red  Cross,  Delaware 
Chapter,  the  Coordinating  Council  offers  specialized 
training  to  high  school  and  college  students  in  order  to  be 
certi  fied  to  babysit  for  handicapped  children.  The  purpose 
of  the  training  is  to  increase  the  number  of  babysitters 
available  to  parents  of  special  needs  children.  First  call  for 
Help  at  LInited  Way  of  Delaware  maintains  a list  of 
trained  babysitters  for  requests  by  parents. 

In  addition,  the  Coordinating  Council  planned  two 
seminars  which  were  presented  at  Christiana  Hospital's 
Pediatric  Grand  Rounds.  This  year  topics  were  selected  to 
cover  issues  concerning  teenage  mothers  and  drug  and 
alcohol  abuse  in  school-age  students.  The  goal  of  these 
seminars  is  to  orient  the  physicians  to  available  commun- 
ity resources. 

The  Coordinating  Council  continues  to  promote  inter- 
agency projects  and  advocacy  efforts  for  children  who 
have  one  or  more  handicaps. 

Lyman  J.  Olsen,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  CHAPTER  ARTHRITIS 
FOUNDATION 

The  Arthritis  Foundation,  Delaware  Chapter,  continued 
much  of  the  programming  in  1986  that  was  present  in 
1985.  These  efforts  were  largely  accomplished  through  the 
Medical  and  Scientific  Committee  as  well  as  the  Patient 
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Services  Committee  and  the  Public  Information  Commit- 
tee. The  two  major  thrusts  of  Foundation  activity  are  in 
continuing  education  of  physicians  and  arthritis  health 
professionals  and  secondly,  providing  educational  and 
support  activities  for  patients  afflicted  with  arthritis  in 
the  State  of  Delaware.  To  accomplish  the  first  goal,  the 
Foundation  runs  a yearly  day-long  state  of  the  art  sympo- 
sium in  March  and  has  done  so  for  the  past  six  years.  It  is 
currently  making  plans  to  again  have  this  program  at  the 
Delaware  Academy  of  Medicine  Building  in  1987.  The 
Medical  and  Scientific  Committee  is  also  continuously 
looking  into  programs  to  reach  Kent  County  and  Sussex 
County  to  provide  continuing  education  in  rheumatic  dis- 
eases to  the  physicians  downstate.  The  Arthritis  Founda- 
tion publishes  a quarterly  page  in  the  Delaware  Medical 
Journal  which  brings  new  information  and  educational 
essays  regarding  arthritis  and  its  treatment. 

The  Medical  and  Scientific  Committee  in  cooperation 
with  the  Patient  Services  Committee  and  Public  Informa- 
tion Committee  make  available  to  all  physicians’  offices 
as  well  as  to  patients  the  multitude  of  pamphlets  pub- 
lished by  the  National  Arthritis  Foundation  regarding  the 
various  types  of  arthritis  and  related  issues  such  as  joint 
surgery.  There  are  ongoing  support  groups  and  educa- 
tional forums  available  to  patients  including  the  very  well 
received  self-help  course  which  is  taught  by  both  patients 
and  health  professionals.  There  are  now  three  fully  func- 
tioning arthritis  support  groups  that  meet  regularly  in 
New  Castle  County.  This  is  in  addition  to  the  self-help 
icourse.  Finally,  there  are  other  activities  including  an  in- 
I water  exercise  program  at  several  sites  around  New  Castle 
jCounty,  and  we  are  looking  into  the  possibility  of  starting 
jsuch  a program  in  Kent  County  as  well, 
j The  Arthritis  Foundation  continues  to  be  a small  but 
lactive  force  in  the  State  of  Delaware  in  the  war  against 
iarthritis. 

James  Harvey  Newman,  M.D. 

( Liaison 

j(The  report  was  filed.) 

iDELAWARE  EPILEPSY  ASSOCIATION 

I Represen  ting  the  Delaware  Epilepsy  Association  for  the 
State  Medical  Society,  I offer  the  following  report  for  the 
activities  of  this  last  year.  As  you  know,  the  Delaware 
Epilepsy  Association  is  a group  of  professionals  and  lay 
people  who  have  joined  together  to  promote  education  and 
support  for  people  with  epilepsy.  This  year  the  staff  has 
given  16  presentations  to  schools  and  13  in-service  presen- 
tations to  different  organizations  to  educate  them  regard- 
ing the  needs  and  first-aid  measures  for  people  with  seiz- 
ures. Volunteer  programs  have  given  an  additional  seven 
i in-service  presentations.  A professional  conference  was 
sponsored  at  The  Medical  Center  of  Delaware  by  the  Del- 
aware Epilepsy  Association  and  CIBA  Pharmaceutical 
1 Company.  An  educational  lecture  given  to  school  teachers 
as  part  of  their  health  program,  and  their  summer  session 
was  provided  by  the  Chairman  of  the  Professional  Advi- 
jsory  Committee.  One  conference  was  given  to  the  Ameri- 
fcan  Academy  of  Health,  Physical  Education,  Recreation 
; and  Dance  by  staff  members.  Newsletters  were  sent  out  to 
over  2,000  people.  Five  hundred  information  referral  con- 


tacts were  made  at  our  office,  and  the  Tel-Med  system 
jointly  sponsored  with  the  Delaware  Academy  of  Medi- 
cine received  708  calls. 

Most  importantly,  the  three  self-help  groups  that  have 
been  started  throughout  the  state  will  be  helpful  to  both 
parents  and  clients  with  epilepsy  to  better  understand 
their  problems. 

A survey  of  psychological  support  people  for  dealing 
with  counseling  issues  that  often  come  about  in  people 
with  epilepsy  has  been  initiated,  and  plans  are  being  made 
for  organizing  an  educational  program  for  counselors  in 
the  mental  health  field  to  better  serve  their  needs.  In  addi- 
tion, plans  are  being  made  for  increasing  our  film  video- 
tape and  reference  library  so  better  education  can  be  car- 
ried out.  I hope  in  the  next  year  we  will  see  greater  growth 
in  our  active  membership  and  hopefully  a greater  finan- 
cial base  to  allow  us  to  expand  our  present  programs. 

S.  Charles  Bean,  M.D. 

Liaison 

(The  report  was  adopted  with  the  recommendation  that 
this  committee  develop  specific  recommendations  regard- 
ing epileptics  and  their  driver’s  licenses  for  submission  to 
the  Board  of  Trustees  of  the  Medical  Society  of  Delaware 
and,  if  approved,  to  the  Delaware  Division  of  Motor 
Vehicles.) 


DELAWARE  INSTITUTE  OF  MEDICAL 

EDUCATION  AND  RESEARCH 

(DIMER) 

DIMER  continues  to  prosper.  In  June  1986,  20  Delawa- 
reans received  their  medical  degrees  from  Jefferson  Medi- 
cal College.  Three  of  these  are  currently  in  residency  at  The 
Medical  Center  of  Delaware.  An  outstanding  group  of  46 
Delawareans  applied  for  admission  to  Jefferson  for  Sep- 
tember 1986  - so  highly  qualified  that  30  were  offered 
positions  (18  of  these  matriculated).  Again  this  year 
Jefferson  saw  an  increase  (8%)  in  its  total  number  of 
applicants,  running  counter  to  the  national  trend,  which 
has  been  a 6%  decrease. 

The  DIMER  Board  of  Directors  met  June  10, 1986,  and 
discussed  their  concerns  about  the  escalating  cost  of  a 
medical  educaton.  Tuition  at  Jefferson  is  $15,000  for  the 
current  year  - estimated  total  cost  $24,500  per  student 
-and  this  is  far  from  the  highest  among  private  medical 
schools.  The  high  cost  was  felt  to  be  a major  reason  that  18 
matriculated  instead  of  the  usual  20.  In  consideration  of 
this,  they  increased  the  scholarship  allocation  by  23%  to 
$190,000  for  the  1986-87  year.  The  allocations  of  state 
funds  by  the  DIMER  Board  in  recent  years  have  been  as 
follows: 


Jefferson  Medical  College 
Scholarships 
The  Medical  Center 
of  Delaware 
University  of  Delaware 


1984-5  1985-6  1986-7 

$1,119,960  $1,175,960  $1,200,000 
150,000  157,500  190,000 

174,096  185,046  194,300 
43,344  45,494  47,700 


Jefferson  and  The  Medical  Center  continue  to  work  with 
the  Medical  Society  of  Delaware  in  developing  monthly 
scientific  seminars  in  the  hospitals  of  Kent  and  Sussex 
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counties  and  Riverside  Hospital  in  Wilmington.  These  are 
officially  sponsored  for  CME  credit  by  Jefferson,  are 
financed  by  an  annual  charge  of  $70  per  physician  and  if 
attended  as  a total  series  fully  meet  the  state  CME 
requirements  for  licensure  renewal. 

E.  Wayne  Martz,  M.D. 

Liaison 

(The  report  was  filed.) 

DELAWARE  LUNG  ASSOCIATION 

The  Delaware  Lung  Association  remained  active  during 
the  1985-86  year.  The  Association  continued  to  work 
within  five  program  areas:  smoking,  school  health,  adult 
lung  disease,  pediatric  lung  disease,  and  environmental/ 
occupational  health. 

Freedom  From  Smoking  programs  were  utilized  by  600 
individuals  in  the  community  and  workplace.  Individuals 
chose  a clinic  approach,  self-help  approach,  or  video- 
cassette approach.  A monthly  Freedom  From  Smoking 
Support  Group  was  established  for  individuals  who  had 
quit  smoking  and  were  in  need  of  additional  support.  The 
annual  “Do  It  For  Someone  You  Love”  quit  smoking 
campaign  was  conducted  the  week  of  Valentine’s  Day. 
Thirteen  hundred  packets  of  smoking  cessation  tips  and 
information  were  distributed. 

H.B.#414  (“No  Smoking  In  Certain  Public  Places” 
legislation)  was  introduced  into  the  General  Assembly. 
The  bill  was  passed  by  the  House  but  lost  by  one  vote  in 
the  Senate.  Plans  are  being  made  to  resubmit  the  bill  in 
January. 

The  Delaware  Lung  Association  has  continued  to  pro- 
vide free  materials  to  schools  throughout  the  state.  Health 
curriculums  provided  to  schools  include:  Marijuana:  A 
Second  Look;  Smoking  Deserves  a Smart  Answer;  and 
Lungs  Are  for  Life.  The  Biofeedback  Smoking  Education 
Project,  which  utilizes  five  pieces  of  equipment  to  help 
students  learn  about  the  immediate  physiological  effects 
of  smoking,  was  used  20  times  during  the  school  year. 
Workshops  on  smoking,  stress,  and  healthy  choices  were 
conducted  in  conjunction  with  the  Department  of  Public 
Instruction  for  school  personnel  throughout  the  state.  The 
Delaware  Lung  Association  was  the  recipient  of  the 
Delaware  Association  for  Health,  Physical  Education, 
Recreation  and  Dance’s  Layman  Award  for  continued 
support  of  health  education  programs  in  the  schools. 

In  the  area  of  adult  lung  disease,  a videocassette 
program,  “Help  Yourself  to  Better  Breathing,”  was  shown 
on  Channel  22  for  individuals  who  have  lung  disease  and 
are  homebound.  Other  programs  include  a monthly  sup- 
port group,  resource  directory,  and  a bimonthly  newsletter 
for  650  individuals. 

Several  new  programs  have  been  implemented  in  the 
pediatric  lung  disease  area.  An  asthma  handbook  for 
school  personnel  has  been  developed  and  illustrated.  Two 
Pediatric  Health  Issues  workshops  were  held  for  75  pre- 
school and  day  care  providers.  Topics  included:  childhood 
asthma,  prevention  of  choking  curriculum,  and  infant/ 
small  child  CPR.  A Parent  Monitoring  Association  was 
established  in  conjunction  with  other  health  organiza- 
tions. The  Association  is  for  families  who  have  in  fants  on 


apnea  monitors.  Asthma  programs  fijr  pre-school  and 
school  aged  children  continue  to  be  successful,  reaching 
'I'l  families  this  year. 

"Air  Pollution  --  Indoors  and  Outdoors"  was  the  topic  of 
this  year's  Clean  Air  Campaign.  One  hundred  fifty 
requests  for  materials  were  filled.  Presentations  on  indoor 
air  quality  were  made  to  worksites  and  community  groups. 

Support  continues  for  six  medical  journals.  1 1 Tel-Med 
tapes  and  scholarships.  The  Lung  Association  also 
remains  active  in  providing  community  services  such  as 
pulmonary  function  screening,  carbon  monoxide  screen- 
ing, and  health  fairs. 

As  noted  in  the  above  report,  the  Delaware  Lung 
Association  had  several  new  programs  in  the  1985-86 
year.  We  would  not  be  able  to  accomplish  programs 
without  the  support  of  the  medical  community.  We  extend 
our  thanks. 

Leonard  P.  Lang,  M.D. 

Liaison 

(The  report  was  filed.) 


DELAWARE  POLITICAL  ACTION 
COMMITTEE  (DELPAC) 

During  1985  DELPAC  continued  to  exert  its  collec- 
tive efforts  to  maintain  the  awareness  of  national  and 
state  elected  officials  on  physician  and  Medical  Society  of 
Delaware  concerns. 

DELPAC  is  the  bipartisan  political  arm  and  voice  of  the 
Medical  Society  of  Delaware.  It  enables  our  positions  on 
quality  health  care  legislation  to  be  heard  by  politicians 
both  in  Dover  and  Washington  who  daily  decide  on  bills 
affecting  the  ability  and  manner  in  which  we  practice. 
The  Board  of  Directors  has  as  its  only  interest  supporting 
electable  candidates  who  will  listen  to  our  positions  and 
share  our  interest  in  quality  health  care. 

Contributions  to  DELPAC  if  made  on  personal  checks 
are  divided  50%  to  DELPAC  and  50%  to  AMPAC  and  this 
year  are  eligible  for  tax  credits  (up  to  $100  on  a joint 
return).  If  made  on  corporate  checks,  all  of  the  funds  go  to 
DELPAC  for  candidate  support  in  Dover,  but  are  not 
eligible  for  tax  credits. 

Each  of  the  three  counties  has  bipartisan  representa- 
tion, and  there  are  DELPAC  Board  members  representing 
each  of  the  hospitals  in  the  state.  The  Board  of  DELPAC  is 
comprised  of  the  following: 


Daniel  A.  Alvarez,  M.D. 
Mrs.  Daniel  Alvarez 
Gustave  K.  Berger,  M.D. 
Leroy  Buckler,  M.D. 
Jeffrey  L.  Chait,  M.D. 

I.  Favel  Chavin,  M.D. 
Peter  R.  Coggins,  M.D. 
Ben  C.  Corballis,  M.D. 
Martin  J.  Cosgrove,  M.D. 
Steven  L.  Edell,  D.O. 
Brett  Elliott,  M.D. 

John  F.  Gehret,  M.D. 


Albert  Gelb,  M.D. 

C.  E.  Graybeal,  M.D. 
Robert  E.  Heckman,  M.D. 
J.  F.  Kestner,  Jr.,  M.D. 
Lazarus  M.  Kirifides,  D.O. 
John  M.  Levinson,  M.D. 
Vincent  G.  J.  Lobo,  D.O. 
Venerando  J.  Maximo,  M.D. 
Jorge  Pereira-Ogan,  M.D. 
Anis  Saliba,  M.D. 
Marguerite  D.  Thew,  M.D. 
Ignatius  J.  Tikellis,  M.D. 
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On  January  18,  1986,  DELPAC  sponsored  a political 
workshop  that  included  Congressman  Tom  Carper,  Gov- 
ernor Michael  Castle,  and  Delaware  State  Representa- 
tives Robert  Gilligan  and  Charles  Hebner  among  the 
speakers  and  panelists.  This  served  to  increase  physician 
awareness  of  the  necessity  for  becoming  involved  in  the 
political  process.  Topics  included:  Why  Lobbying  Is  Impor- 
tant, What  to  Say  to  Legislators,  What’s  Important  in 
Medical  Politics,  and  the  Key  Contact  Program. 

This  was  followed  by  several  breakfast  meetings  with 
our  national  elected  representatives  on  substantive  issues 
including  Medicare  assignment  and  the  fee  freeze.  The 
support  of  Mrs.  Jackie  Alvarez,  the  Auxiliary’s  liaison  to 
the  DELPAC,  in  organizing  telephone  and  mailgram 
efforts  among  the  Auxilians  is  gratefully  acknowledged. 

As  with  any  organization,  DELPAC  can  only  show 
strength  through  a large  membership.  We  have  been 
fortunate  in  maintaining  our  membership  rolls  and  thus 
have  been  able  to  support  candidates  on  a bipartisan 
basis  during  the  current  state  election  campaigns. 

Members  of  the  Board  have  attended  fund-raisers 
throughout  the  year  and  have  discussed  the  issues  with 
candidates  and  representatives  and  made  our  concerns 
and  the  positions  of  the  Medical  Society  of  Delaware 
known. 

The  Board  of  Directors  met  with  Mr.  Thomas  Neuberger 
and  with  Congressman  Tom  Carper  relative  to  DEL- 
PAC’s  endorsement  for  their  campaigns  for  Delaware’s 
congressional  seat.  The  Board  elected  to  support  Mr. 
Carper’s  candidacy,  based  on  his  past  record  o f assistance 
in  such  matters  as  the  Delaware  City  pollution  problem 
and  his  awareness  of  medical  cost  containment  issues 
versus  the  withholding  or  denying  of  health  care,  espe- 
! dally  to  the  Medicare  population.  To  this  end,  representa- 
tives of  the  Board  met  on  October  22nd  with  Mr.  Carper 
and  his  staff  assistant,  Mr.  Jeff  Bullock.  The  group  also 
viewed  the  videotape  produced  by  the  Oklahoma  State 
Medical  Society  entitled  “Preserving  Tradition,  Embrac- 
ing Change.” 

:j  Through  the  generous  assistance  of  AMPAC  and  its 
j executive  director,  Mr.  Peter  Lauer,  AMPAC  is  funding  a 
; dinner  to  be  held  in  conjunction  with  the  traditional  Board 
! of  Trustees’  Dinner  on  November  14th  at  the  Du  Pont 
, Country  Club  in  an  effort  to  increase  political  awareness 
among  physicians  of  this  state.  Featured  speakers  will  be 
I Congressman  Sonny  Montgomery,  a member  of  the 
i Armed  Services  and  Veterans’  Affairs  Committees  who 
l!  has  had  considerable  press  exposure  for  his  efforts  to 
: organize  physicians  in  the  event  of  a national  catas- 
: trophe,  and  Congressman  Tom  Carper.  There  is  no  charge 
; for  members  of  DELPAC  or  the  Medical  Society  of 
Delaware. 

! The  support  and  guidance  of  the  members  of  the 
; DELPAC  Board,  who  gave  so  unstintingly  of  their  time 
. during  meetings  that  lasted  far  into  the  evening,  is 
gratefully  acknowledged.  The  organizational  efforts  of 
our  Executive  Director,  Mrs.  Beverly  Dieffenbach,  and  her 
staff  in  putting  together  the  programs  during  the  past 
year  and  following  up  on  the  myriad  of  details  was  of 
inestimable  value. 
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Remember,  your  membership  in  DELPAC  increases  our 
effectiveness  as  a voice  for  you.  Every  member  of  the 
House  of  Delegates  should  be  a DELPAC  member  during 
198,7. 

Peter  R.  Coggins,  M.D. 
Brett  Elliott,  M.D. 
Co-Chairmen 

(The  report  was  filed.) 


LEGISLATIVE  SPECIALIST’S  REPORT 

The  most  controversial  and  debated  bill  before  the 
second  session  of  the  133rd  General  Assembly  was  SB  364 
(Cordrey),  generally  labeled  “the  joint  and  several  bill,” 
which  related  to  comparative  negligence  and  the  recovery 
to  be  allowed  against  each  defendant  in  a negligence 
action  and  would  limit  liability  in  lawsuits  to  the 
percentage  of  fault  assigned  to  the  defendant. 

The  Medical  Society,  via  letter,  supported  the  legislation 
but  took  no  active  role  in  the  debate.  In  fact,  the  many 
firms  and  organizations  supporting  the  measure  agreed  to 
the  choice  of  David  Swayze,  Esquire,  as  the  floor 
spokesman  for  the  entire  group.  With  the  wholehearted 
support  of  the  Business  Roundtable,  the  Delaware  State 
Chamber  of  Commerce,  the  insurance  industry  plus  such 
major  employers  as  the  Du  Pont  Company,  Hercules,  and 
the  public  utilities,  it  is  apparent  that  the  bill  did  not  fail 
for  lack  of  support  from  the  community-at-large.  About  the 
only  group  fighting  it  in  an  organized  sense  was  the 
Delaware  Trial  Lawyers. 

SB  364  was  given  two  full  days  of  debate  on  the  Senate 
floor.  At  the  conclusion  of  the  first  day.  May  28th,  the  roll 
call  was  tabled  with  ten  affirmative  votes,  one  short  of 
passage.  It  was  lifted  from  the  table  on  June  23rd  and  an 
amendment  added  that  would  have  adopted  the  so-called 
“California”  rule  whereby  an  injured  person  could  recover 
the  actual  extent  of  his  losses  from  any  party,  but  could 
only  collect  punitive  damages,  pain  and  suffering,  and 
other  remuneration  on  the  basis  of  a defendant’s 
contributory  responsibility.  Tbis  time  the  roll  call  was 
again  tabled  with  only  nine  affirmative  votes. 

The  general  assessment  of  the  senators  who  voted 
against  the  bill  was  that  it  would  not  be  warranted  to 
change  several  hundred  years  of  common  law  precedent  in 
the  handling  of  tort  claims  and  litigation  without  some 
assurance  there  would  be  a return  benefit.  They  argued 
there  were  no  guarantees  from  the  insurers  that  liability 
insurance  would  be  more  widely  available  or  less  expen- 
sive to  obtain. 

Meanwhile,  a number  of  other  tort  reform  bills  sought 
by  the  State  Chamber  of  Commerce  and  their  allies  never 
made  it  to  the  floor  of  the  House  after  they  were  introduced. 
It  was  understood  that  the  legislative  leadership  had 
tacitly  agreed  to  consider  these  bills  in  floor  debate,  along 
with  SB  364,  if  that  proposed  statute  should  come  over 
from  the  Senate.  Since  it  never  did,  the  entire  package  was 
placed  on  the  table.  It  is  likely  to  be  re-introduced  in  the 
134th  General  Assembly  scheduled  to  convene  Tuesday, 
January  13,  1987. 
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The  Medical  Society  should  be  aware  that  a bill  to  repeal 
the  medical  malpractice  act  was  prepared  and  circulated 
but  not  actually  introduced.  A senator  who  had  planned  to 
be  its  principal  sponsor  said  that  in  his  estimation  if  tort 
reform  was  to  be  considered,  “then  the  entire  statutory 
range  of  such  legislation,  enacted  and  proposed,  should  be 
on  the  plate  for  consideration.”  He  said  he  did  not  actually 
introduce  the  bill  as  planned  because  physicians  did  not 
get  “heavily  involved”  in  the  legislative  battle  underway 
on  SB  364. 

Another  much  debated  bill  was  the  one  to  require  the 
wearing  of  safety  belts  by  the  driver  and  front-seat 
passengers  in  motor  vehicles.  Each  house  spent  a full  day 
on  the  bill,  which  would  have  provided  for  a $10  fine  for 
those  violating  the  requirement  provided  they  were 
stopped  or  apprehended  for  some  other  reason. 

The  House  passed  the  bill  by  the  necessary  21  votes  after 
adding  an  amendment  to  provide  for  a referendum  in  the 
general  election.  The  Senate  also  amended  the  bill  by 
requiring  a two-thirds  enactment  clause  because  it  made 
an  inferior  court  the  court  of  jurisdiction  and  as  a 
consequence,  even  though  it  received  a majority  of  11  votes 
(of  the  21  Senate  members),  it  was  declared  defeated. 

There  were  many  other  bills  in  which  the  Medical 
Society  expressed  an  interest,  pro  and  con.  Some  of  the 
more  important  among  them  included: 


HB  14 
(Davis) 

HB  49 
(VanSant) 
HB  102 
(Davis) 

HB  120 
(Gilligan) 
HB  163 
(Houghton) 
HB  164 
(Buckworth) 
HB  172 
(Roy) 

HB  395 
(Outten) 
HB414 
(Free) 

HB  510 
(Taylor) 

HB  536 
(Taylor) 

HB  552 
(Maroney) 


HB  555 
(B.  Ennis) 


Free  standing  emergency  centers.  Passed 
as  per  Medical  Society  amendment. 
Substitution  of  drugs.  Opposed  by  Medical 
Society.  Still  in  Sunset  Committee. 
Relating  to  parental  and  pupil  rights. 
Opposed  by  Medical  Society.  Still  in 
Education  Committee. 

Warning  on  smokeless  tobacco.  Supported. 
Signed  into  law. 

Qualifications  for  school  bus  drivers. 
Supported.  Signed  into  law. 
Occupational  therapy  act.  Supported. 
Signed  into  law. 

Board  of  Medical  Practice  disciplinary 
procedure.  Supported.  Signed  into  law. 
Diagnostic  service.  Department  of  Correc- 
tions. Supported.  Signed  into  law. 

Limit  smoking  in  public  places.  Supported. 
Passed  House,  failed  in  Senate. 
Registration  of  persons  involved  in  distri- 
bution of  controlled  substances.  Sup- 
ported. Signed  into  law. 

Dealing  with  possession  of  or  obtaining 
subscription  medicine  by  fraud.  Sup- 
ported. Signed  into  law. 

Temporary  suspension  of  certificate  to 
practice  medicine.  Supported.  Passed 
House  but  held  in  Senate  because  of  need 
for  an  amendment.  Will  be  considered  in 
January. 

Paramedic  services  statewide.  Supported 
in  principle.  Not  passed  because  adminis- 
tration wanted  better  handle  on  the  cost. 


HB  578 
(Davis) 

HB  708 
(Roy) 

HB  718 
(Barnes) 
SB  33 
(Holloway) 
SB  38 
(Holloway) 
SB  42 
(Torbert) 
SB  109 
(Sharp) 

SB  127 
(Cordrey) 
SB  171 
(Berndt) 
SB  172 
(Marshall) 

SB  213 
(Holloway) 
SB  313 
(McBride) 
SB  322 
(Cordrey) 
SB  414 
(Bair) 

SB  432 
(Holloway) 


Relating  to  patients’  rights.  Medical 
Society  felt  unnecessary.  Tabled  in  House. 
DIMER  Sunset  Review.  Supported.  Signed 
into  law. 

Uniform  health  care  information  act. 
Society  had  questions.  Still  in  Committee. 
Voluntary  and  involuntary  sterilization. 
Supported.  Signed  into  law. 

Definition  of  a home  health  care  agency. 
Supported.  Signed  into  law. 

Establish  motorcycle  driver  education 
program.  Supported.  Signed  into  law. 
Increase  penalties  for  trafficking  in 
marijuana.  Supported.  Signed  into  law. 
Relating  to  corneal  transplants.  Supported. 
Signed  into  law. 

Determination  of  death.  Supported.  Signed 
into  law. 

To  close  a loophole  preventing  prosecution 
of  some  narcotics  violations.  Supported. 
Signed  into  law. 

Court  appointed  special  advocate  program 
for  children.  Supported.  Signed  into  law. 
Anatomical  gifts  act.  Supported  as 
amended.  Signed  into  law. 

Provide  blood  samples  from  an  anatomical 
gift  donor.  Supported.  Signed  into  law. 
Relating  to  definition  of  certain  illegal 
drugs.  Supported.  Signed  into  law. 
Providing  for  review  by  Foster  Care 
Review  Board  of  all  children  in  foster 
care.  Supported.  Signed  into  law. 


Ned  Davis 

Legislative  Specialist 

(The  report  was  filed  and  Mr.  Davis  commended  for  his 
efforts  on  behalf  of  the  Society  and  its  members.) 

MARCH  OF  DIMES  BIRTH  DEFECTS 
FOUNDATION 

The  March  of  Dimes  continues  to  be  a very  active 
organization.  Grants  and  Professional  Advisory  Com- 
mittee activities  during  1986  include: 

- Health  Career  Awards  - $2,500  (5  Recipients) 

- Christiana  Hospital  - $14,000  (Transport  Equipment) 

- Genetics  Week  - $5,000 

- Delaware  Parents  of  Downs  - $750 

- Premies  of  Northern  Delaware  - $400 

- Cecil  County  Health  Department  - $1 ,100  (Maternity 

Ward  Equipment) 

- Talbot  County  Health  Department  - $600  (Maternity 

Ward  Equipment) 

- Maryland  State  Grant  Fund  - $3,000 

- Southern  Governors’  Association  - $1,000 

- National  Research  Programs  - $156,765 

- Printing  of  Adolescent  Pregnancy  Reports  for  State  - $1,000 
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The  grand  total  of  $186,115  does  not  include  films  and  materials 
provided  to  schools  and  organizations  through  the  chapter  office. 

During  the  past  year  the  March  o f Dimes  has  also  established  an 
aggressive  affirmative  action  program;  worked  closely  with  the 
State  Legislature  and  Health  Department  to  reduce  infant  mortal- 
ity; been  a founding  member  of  the  Delaware  Perinatal  Associa- 
tion; co-sponsored  the  Childwatch  Program;  developed  Request  for 
Grant  Proposals  to  inform  the  public  of  the  availability  of  March 
of  Dimes  services;  and  approved  funds  to  send  a physician-nurse 
team  to  a training  course  to  develop  a program  to  identify  and  treat 
women  at  high  risk  of  pre-term  delivery. 

Ted  E.  Chronister,  M.D. 

I Liaison 

(The  report  was  filed.) 

MEDICAL  ADVISORY  COMMITTEE, 
DIVISION  OF  ECONOMIC  SERVICES, 

STATE  OF  DELAWARE 

I The  Committee  has  met  during  the  past  year.  The 
programs  discussed  during  the  sessions  are  a continuation 

■ of  last  year’s  focus,  which  was  cost  containment. 

Mental  health  care  continues  to  be  a pressing  need  and 
imore  attention  will  be  focused  in  that  area, 
i Patricia  H.  Purcell,  M.D. 

Chairman 

MEDICAL  SOCIETY  OF  DELAWARE 
AUXILIARY 

It  is  my  pleasure  to  serve  this  year  as  President  of  the 
Medical  Society  of  Delaware  Auxiliary.  The  AMA 
Auxiliary,  of  which  our  auxiliaries  are  members,  is  a vital, 
>active  group  of  80,000  women  (a  few  men)  who  are 
particularly  concerned  with  the  image  of  physicians 
■across  the  nation.  We  have  350  members  from  each  of  the 
three  counties  and  some  who  live  in  the  surrounding  area 
of  Maryland,  New  Jersey,  and  Pennsylvania. 

! Many  people  have  asked  me  what  does  an  auxiliary 
president  do?  Quite  simply,  the  job  of  a state  auxiliary 
president  is  to  act  as  an  administrator-liaison,  not  only  to 
the  state  group  but  to  the  county  and  national  auxiliary 
groups  as  well.  She  also  reports  monthly  to  the  Board  of 
Trustees  of  the  Medical  Society.  Auxiliary  presidents  are 
invited  to  many  meetings.  Every  year  in  June,  the  AMA 
Auxiliary  meets  in  Chicago  for  the  Annual  Session  and 

■ House  of  Delegates.  Each  state  president  in  office  gives  an 
oral  report  on  the  state’s  yearly  activities  covering  ground 
such  as  legislative  activities,  health  projects,  media 
■events,  and  fund-raising.  During  the  past  summer  and 
; fall,  I gave  my  Board  of  Directors  very  little  time  off.  We 
: met  monthly  for  discussions  on  the  four  organizational 
priorities  of  the  auxiliary.  Our  commitments  include 

I AMA— ERF  fund-raising  for  Medical  Education,  Infant 
Hearing  Assessment  programs.  Legislative  alerts  and 
phone  banks.  Western  Union  Mailgrams,  key  contact 
, programs,  and  promoting  membership  recruitment  and 
retention. 
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The  premier  issue  of  TRI-LINES,  the  official  publication 
of  the  Medical  Society  of  Delaware  Auxiliary,  was  written 
by  auxiliary  members  and  ably  edited  by  Mrs.  Arthur 
Colbourn  (Mary).  TRI-LINES  serves  all  three  county 
auxiliaries  and  highlights  their  scheduled  calendar 
events.  TRI-LINES  has  been  very  well  received  and  will  be 
published  quarterly. 

AMA  Auxiliary  Leadership  Confluences  are  an  oppor- 
tunity for  450  state  and  county  auxiliary  leaders  from 
across  the  nation  to  meet  together  in  Chicago  and  attend 
training  sessions  on  auxiliary.  Topics  studied  during 
September  Confluence  were:  Auxiliary  Finances:  Keeping 
Control;  Innovative  and  Quality  Programming;  County 
Auxiliary  Communication:  How  to  Tell  Your  Story; 
Effective  Meeting  Planning;  Building  Good  Relationship 
with  Medical  Society  Staff;  Speaking  Effectively;  Working 
With  the  Media;  Parliamentary  Procedure;  How  to  Market 
Membership;  and  Preparing  for  the  Presidency.  A lot  to 
digest  but  worthwhile.  In  addition,  breakout  sessions  were 
held  on  Legislative  Update;  AMP  AC;  Impairment:  The 
Medical  Family;  Myths  Concerning  Seat  Belt  Usage;  and 
AIDS  Education. 

This  year,  as  you  install  your  new  State  President,  Dr. 
Peter  R.  Coggins,  won’t  you  think  hard  about  increasing 
team  efforts  between  medical  societies  and  medical 
auxiliaries?  Emphasizing  this  partnership  during  the 
next  year  ahead — the  importance  of  building  relation- 
ships, of  working  together  on  matters  that  deeply  concern 
us,  and  of  becoming  partners  in  every  sense  of  the  word — 
is  something  we  can  do  for  each  other.  I challenge  you. 
This  is  our  year  of  opportuity. 

Mrs.  William  A.  Newcomb  (Nanci) 
President 

(The  report  was  filed.) 

MEDICAL  SOCIETY  OF  DELAWARE 
INSURANCE  SERVICES,  INC. 

This  has  been  a year  of  change  for  Medical  Society  of 
Delaware  Insurance  Services,  Inc.  First  of  all,  we  have  lost 
the  services  of  Dr.  Ben  Corballis,  who  resigned  his  position 
as  president  of  the  corporation  during  this  year.  Dr. 
Corballis  guided  both  the  formation  and  development  of 
MSDIS.  He  provided  very  personal  and  active  leadership, 
and  it  is  largely  to  his  credit  that  we  are  now  a financially 
secure  organization. 

The  corporation  is  growing.  The  number  of  malpractice 
policies  in  force  grew  by  approximately  30  policies  during 
this  year.  We  are  currently  searching  for  a new  agent  to 
handle  the  Society’s  life  and  disability  contracts.  We 
anticipate  that  the  new  agency  will  also  broaden  the  scope 
of  services  that  we  will  have  to  offer  by  adding  automobile 
and  homeowners’  insurance.  Thus,  MSDIS  is  coming 
closer  to  its  goal  of  offering  a full  range  of  insurance 
products  to  our  membership. 

Commission  income  during  this  past  year  grew  mod- 
estly. This  is  a remarkable  performance  when  one 
considers  that  whereas  in  the  preceding  year,  approxi- 
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mately  half  of  our  policies  in  force  were  occurrence  type 
insurance  and  that  during  this  year  these  policies  have 
been  required  to  convert  to  a claims  made  type  of 
insurance.  Since  the  first  year’s  premium  on  a claims 
made  policy  is  significantly  lower  than  that  on  an 
occurrence  type  policy,  this  change-over  naturally  im- 
pacted very  severely  on  commission  income.  The  bright 
side  of  this  picture  is  that  as  these  new  policies  mature,  the 
premiums  on  these  policies  will  increase  sharply.  We 
therefore  have  a built-in  guarantee  of  significantly  higher 
commission  earnings  in  the  coming  years. 

In  summary,  it  seems  a virtual  certainty  that  MSDIS 
will  be  an  increasingly  valuable  asset  for  the  Medical 
Society  of  Delaware. 

Joseph  E.  Belgrade,  M.D. 

President 

(The  report  was  filed.) 

THE  SPINA  BIFIDA  ASSOCIATION  OF 
DELAWARE 

The  Spina  Bifida  Association  of  Delaware,  Inc.,  (SBAD), 
a Chapter  of  the  Spina  Bifida  Association  of  America 
(SBAA),  is  a non-profit  organization  for  parents,  relatives, 
interested  professionals,  and  friends  of  children  or  adults 
of  all  ages,  born  with  spina  bifida  and  related  neural  tube 
defects. 

The  primary  function  of  SBAD  is  to  be  a support 
network  for  parents,  relatives,  and  friends  of  those 
newborns  affected  with  spina  bifida.  This  support  is 
carried  throughout  the  years  of  medical  care,  education 
(mainstreaming  or  special  education),  and  socialization  to 
the  post  adolescent  period  of  self-care  and  attainment  of 
vocational  goals. 

in  which  the  aid  of  health  care  professionals  is  of  the 
utmost  importance  include; 

1.  Parent  Outreach  Program  — This  program  encour- 
ages referrals  of  parents,  relatives,  and  friends  of  spina 
bifida  children  or  adults.  Our  members  have  a great  deal  of 
information  and  knowledge,  through  personal  experience, 
to  share  with  new  parents,  or  anyone  else  interested  in  the 
spina  bifida  child  or  adult.  We  provide  support  and 
encourage  referrals  of  parents,  relatives,  and  friends  of 
spina  bifida  children  or  adults. 

2.  Guest  Speaker  Program  — Specific  types  of  programs 
have  been  of  common  interest  among  the  members  of  our 
group  even  though  our  children  are  of  different  ages  and 
have  various  degrees  of  disability.  Some  of  these  programs 
are;  socializtion  of  the  disabled  child,  development  and 
treatment  of  hydrocephalus,  physical  therapy,  genetic 
and  environmental  causes  of  spina  bifida,  bowel/bladder 
programs,  and  mainstreaming  of  the  spina  bifida  child  or 
adult. 

3.  Young  Adult  Group  — We  are  attempting  to  organize 
a youth  group  in  which  our  young  adults  with  spina  bifida 
would  participate,  to  provide  a means  of  social  support  for 
each  other. 
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4.  Additional  Programs  — These  include  monthly  j 
Mothers’  Meetings,  and  annual  parties  and  picnics  for  the  ^ 

organization’s  family  members.  ! 

I 

We  encourage  those  of  you  who  actively  deal  with  spina 
bifida  children  or  adults  to  attend  our  meetings,  either  to 
add  to  your  knowledge  through  the  actual  experience  of 
our  members,  or  to  share  your  knowledge  of  spina  bifida ' 
with  our  members. 

For  further  information  on  SBAD,  please  call  (302)  478- 
4805,  or  write  to  Spina  Bifida  Association  of  Delaware^ 
Post  Office  Box  807,  Wilmington,  Delaware  19899. 

Nina  L.  Steg,  M.D.  j 
Liaison  i 

I 

(The  report  was  filed.) 

RESOLUTIONS 

Resolution  86-1 

Introduced  by;  David  Platt,  M.D. 

Subject;  HMOs  - Medicare  and  Medicaid  Patient 
Participation 

Whereas,  health  maintenance  organizations  are  now  i 
proliferating  in  the  State  of  Delaware;  and 

Whereas,  they  are  now  providing  good  care  to 
enrolled  employed  groups  of  patients;  and 
Whereas;  thus  far  no  functioning  HMO  is  offering  to 
include  Medicaid  or  Medicare  patients;  and 

Whereas,  the  Medical  Society  of  Delaware  is  interested 
in  the  health  and  welfare  of  all  citizens  of  Delaware, 
including  the  poor  and  the  elderly;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
request  the  Delaware  State  Legislature  to  consider  legisla- 
tion which  will  require  each  HMO  licensed  to  operate  in 
Delaware  to  serve  a proportionate  share  of  Medicaid  and 
Medicare  patients. 

The  Reference  Committee  recommended  that  this  resolu- 
tion not  be  adopted. 

Resolution  86-1  was  not  adopted  by  the  House. 

Resolution  86-2 

Introduced  by;  Board  of  Trustees 
Subject;  Indigent  Patient  Care 

Whereas,  the  general  hospitals  in  the  State  of  Delaware 
are  not-for-profit;  and 

Whereas,  they  have  always  provided  care  for  the  citizens 
of  Delaware  without  regard  to  the  ability  to  pay;  and 
Whereas,  with  new  federal  regulations,  including  restric- 
tions on  payment  of  hospital  care  for  Medicare  patients,  it 
has  become  difficult  for  hospitals  to  remain  solvent,  and 
they  have  been  compelled  to  plan  for-profit  activities;  and 
Whereas,  the  Medical  Society  of  Delaware  is  vitally 
interested  in  having  Delaware  hospitals  continue  to 
function  altruistically  for  the  benefit  of  all  Delaware 
citizens;  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  Delaware  urge  the 
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Delaware  State  Legislature  to  appropriate  funds  to  pay 
the  hospitals  for  the  cost  of  care  of  indigent  patients. 

The  Reference  Committee  recommended  adoption  of  the 
following  substitute  Resolved: 

Resolved,  that  the  Medical  Society  of  Delaware  urge  the 
Delaware  State  Legislature  to  compensate  adequately 
hospitals  for  the  cost  of  care  of  patients  who  have 
insufficient  resources. 

Substitute  Resolution  86-2  was  adopted  by  the  House. 

Resolution  86-3 

Introduced  by:  Board  of  Trustees 
Subject:  Therapeutic  Drug  Substitution 

Whereas,  therapeutic  drug  decisions  should  only  be 
made  by  physicians,  and 

Whereas,  therapeutic  drug  substitution  does  not  mean 
generic  drug  substitution,  now  therefore  be  it 

Resolved,  that  therapeutic  drug  substitutions  should 
only  be  done  with  a physician’s  consent  in  this  state,  and 
be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware  main- 
tain vigilance  to  protect  physicians  and  patients  from  any 
law  to  the  contrary. 

The  Reference  Committee  recommended  adoption  of  the 
following  substitute  first  Resolved: 

Resolved,  that  drug  substitution  other  than  generic 
should  not  be  permitted  in  this  state;  and  be  it  further 

Substitute  Resolution  86-3  was  adopted  by  the  House. 

I Resolution  86-4 

1 Introduced  by:  Board  of  Trustees 
j Subject:  Use  of  Seatbelts  by  School  Children 
j Whereas,  the  State  of  Delaware  has  not  made  seat  belt 
j use  mandatory  for  children  transported  in  school  buses, 
j and 

I Whereas,  children  need  better  protection  in  all  types  of 
; motor  vehicles,  now  therefore  be  it 
j Resolved,  that  the  Medical  Society  of  Delaware  inform 
I the  state  legislature  that  it  supports  the  use  of  seatbelts  by 
1 children  in  all  motor  vehicles  including  school  buses. 

1 Tbe  Reference  Committee  recommended  adoption  of  the 

; following  substitute  Resolved: 

Resolved,  that  the  Medical  Society  of  Delaware  inform 
the  Delaware  State  Legislature  that  it  supports  the  use  of 
proven  child  restraint  systems  in  all  motor  vehicles  and 
that  safety  standards  for  school  buses  should  be  addressed 
I by  tbe  legislature. 

1 Substitute  Resolution  86-4  was  adopted  by  tbe  House. 

Resolution  86-5 

; Introduced  by:  Board  of  Trustees 
Subject:  To  Prohibit  Smoking  in  Patient  Service  Areas 
; Whereas,  tobacco  smoking  is  injurious  to  patients 
resulting  in  sickness  and  a shorter  life  span,  and 

Whereas,  all  physicians  must  educate  patients  and  seek 
the  best  care  for  tbem  in  a tobacco  smoke  free  environment, 
now  therefore  be  it 

Resolved,  that  tbe  Medical  Society  of  Delaware 


discourage  all  smoking  and  seek  to  influence  hospitals 
and  all  other  providers  of  health  services  to  provide  non- 
smoking areas  where  these  patient  services  are  provided. 

The  Reference  Committee  recommended  adoption  of  the 
following  substitute  Resolved  and  additional  Resolved: 

Resolved,  that  the  Medical  Society  of  Delaware  dis- 
courage all  smoking  and  seek  to  influence  all  providers  of 
health  services  to  ban  smoking  in  all  patient  care  areas; 
and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware  urge  the 
Delaware  State  Legislature  to  adopt  legislation  that  would 
ban  smoking  in  all  public  places. 

Substitute  Resolution  86-5  was  adopted  by  the  House. 

Resolution  86-6 

Introduced  by:  Board  of  Trustees 
Subject:  Mandated  Medicare  Participation 

Whereas,  in  Massachusetts  it  is  mandated  as  a condition 
of  licensure  that  physicians  accept  assignment  of 
Medicare  cases; 

Whereas,  similar  legislative  action  has  been  proposed  in 
other  states;  and 

Whereas,  medical  licensure  should  be  determined  solely 
by  professional  competence  and  ethics;  and 

Whereas,  physicians  should  have  the  right  to  determine 
individually  the  need  for,  and  appropriateness  of,  assign- 
ment for  services  provided;  now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware 
vigorously  oppose  any  legislation  in  Delaware  that 
mandates  that,  as  a condition  of  licensure,  physicians  who 
treat  Medicare  beneficiaries  agree  to  charge  or  collect  from 
Medicare  beneficiaries  no  more  than  the  Medicare  allowed 
amount;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  Delaware  strongly 
affirm  the  policy  that  medical  licensure  should  be  deter- 
mined by  educational  qualification,  professional  com- 
petence, ethics  and  other  appropriate  factors  necessary  to 
assure  professional  character  and  fitness  to  practice. 

The  Reference  Committee  recommended  deletion  of  the 
last  Whereas  and  adoption  of  the  following  substitute  for 
the  second  Resolved: 

Resolved,  that  the  Medical  Society  of  Delaware  strongly 
re-affirm  the  policy  that  medical  licensure  should  be 
determined  solely  by  educational  qualification,  profes- 
sional competence,  ethics  and  other  appropriate  factors 
necessary  to  assure  professional  character  and  fitness  to 
practice. 

Substitute  Resolution  86-6  was  adopted  by  the  House. 

Resolution  86-7 

Introduced  by:  Board  of  Trustees 

Subject:  Mandatory  Elementary  School  Health  Education 

Whereas,  16%  of  all  births  in  Delaware  are  to  teen 
mothers;  one  out  of  every  four  black  infants  born  in 
Delaware  has  a teenage  mother;  and  these  adolescent 
pregnancies  have  an  adverse  effect  on  the  individual 
children,  families,  communities,  the  state  and  the  entire 
nation;  and 
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Whereas,  babies  born  to  teen  women  are  twice  as  likely 
to  die  in  the  first  year  of  life  than  are  infants  to  women  in 
their  twenties;  in  Delaware  13%  of  all  teen  births  are  low 
birth  weight  compared  to  7%  of  the  general  population; 
only  half  of  teen  parents  finish  high  school;  and  60%  of  Aid 
to  Families  with  Dependent  Children  women  recipients 
had  their  first  infant  during  adolescence;  and 

Whereas,  the  children  born  to  teenage  parents  seldom 
have  a supportive,  nurturing  family  group,  willing  or 
capable  to  teach  the  child  the  basics  of  personal  and 
family  values,  self-esteem,  or  the  basics  of  human  hygiene 
and  biology;  and 

Whereas,  many  of  these  teenage  mothers  first  become 
pregnant  within  one  year  of  menarche;  and 

Whereas,  elementary  school  health  education  including 
self-esteem,  decision-making  responsibility,  and  under- 
standing of  economic  and  social  consequences  of  adoles- 
cent pregnancy  could  decrease  the  incidence  of  teenage 
pregnancies;  now  therefore  he  it 

Resolved,  that  the  Medical  Society  of  Delaware  strongly 
urge  the  Delaware  State  Board  of  Education  to  make 
mandatory  at  the  elementary  school  level  the  Health 
Education  Content  Standards  already  approved  by  that 
board. 

Tbe  Reference  Committee  recommended  adoption  of 
this  resolution. 

Resolution  86-7  was  adopted  by  tbe  House. 

Resolution  86-8 

Introduced  by:  S.  Charles  Bean,  M.D. 

Subject:  Drug  Screening 

Whereas,  indiscriminate  wide-scale  drug  screening 
methods  may  invade  the  privacy  of  certain  individuals 
who  are  taking  medications  for  certain  disease  processes; 
and 

Whereas,  the  screening  may  be  subject  to  many  errors  in 
labeling  and  sensitivity  of  testing  that  could  falsely  label 
people  as  drug  users  who  are  not;  now  therefore  be  it 

Resolved,  that  a committee  be  established  to  study  this 
issue;  and  be  it  further 

Resolved,  that  this  study  include  the  accuracy  of  the 
drug  screening  tests,  and  the  potential  threat  to  privacy  of 
individuals  with  medical  problems  who  do  not  wish  to 
share  these  problems  with  their  employers. 

The  Reference  Committee  recommended  that  this 
resolution  not  be  adopted  but  that  the  Medical  Society  of 
Delaware  form  an  advisory  committee  consisting  of 
members  of  the  Delaware  Occupational  Medical  Asso- 
ciation and  other  interested  and  involved  physicians  to 
further  study  the  matter  of  drug  screening  and  issue  a 
report  in  a teimly  fashion  to  the  Board  of  Trustees. 

Resolution  86-8  was  not  adopted  by  the  House. 

Resolution  86-9 

Introduced  by:  Board  of  Trustees 
Subject:  West  Virginia  PRO 

Whereas,  the  present  West  Virginia  PRO  system  initial 
denial  does  not  indicate  the  name  of  the  physician 
reviewer;  and 
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Whereas,  considering  the  initial  discussion  on  the  case 
with  the  physician  involved  in  denying  the  case  is  very 
crucial;  now  therefore  be  it 

Resolved,  that  the  physician  involved  in  issuing  the 
initial  denial  should  put  his  name  on  it  and  give  the 
attending  physician  a chance  to  have  direct  contact  with 
him  to  discuss  the  case. 

The  Reference  Committee  recommended  adoption  of  the 
following  substitute  Resolved: 

Resolved,  that  the  physician  involved  in  considering 
recommending  denial  to  the  committee  should  contact  the 
attending  physician  to  discuss  the  case  before  recom- 
mending such  a denial. 

Substitute  Resolution  86-9  was  adopted  by  the  House. 

Resolution  86-10 

Introduced  hy:  Committee  on  Hospital  Relations 
Subject:  Hospital  Medical  Staff-HMO/PPO  Relations 

Whereas,  individual  physicians  may  be  solicited  by 
HMOs/PPOs  without  having  been  provided  vital  data 
regarding  these  entities;  and 

Whereas,  these  physicians  may  have  been  approached 
due  to  their  membership  upon  the  medical  staff  of  a 
particular  hospital;  and 

Whereas,  the  medical  staff-having  both  self-governance 
responsibilities  and  antitrust  constraints-recognizes  that 
a contract  between  a hospital  and  an  HMO/PPO  may  lead 
to  the  use  of  its  infrastructure  (credentials,  etc.)  by  the 
HMO.  PPO;  and 

Whereas,  a contract  between  a hospital  and  an  HMO/- 
PPO  confers  upon  the  latter  a preferred  status  within  the 
context  of  health  care  delivery  in  the  community,  affecting 
the  professional  activities  of  medical  staff  physicians; 
therefore  be  it 

Resolved,  that  the  Medical  Society  of  Delaware  adopt 
the  policy  of  advising  hospital  medical  staff  physicians 
thusly: 

When  solicited  for  membership  by  an  HMO/PPO,  the 
physician  should  be  given;  specific  information  regarding 
its  ownership  and  structure,  its  suhscribership  and  its  fee 
schedules;  the  right  to  review-upon  specific  request-all 
data  submitted  to  state  agencies  (e.g.,  licenses,  health, 
insurance)  in  applications  for  Certificates  of  Authority;  a 
reasonable  period  of  study  prior  to  the  closing  period  for 
registration. 

When  an  HMO/PPO  negotiates  with  a hospital,  the 
medical  staff  should  be  encouraged  to:  seek  representation 
during  the  deliberations;  be  informed  promptly  by  the 
hospital  after  a contract  has  been  signed;  withhold  its 
membership  (mailing)  list  until  and  unless  the  HMO/PPO 
has  agreed  to  comply  with  the  aforementioned  disclosure 
policy. 

After  an  HMO/PPO  has  signed  a contract  with  a hospital, 
the  medical  staff  should  be  encouraged  to  conduct  a 
referendum  to  its  full  membership  in  order  to  determine 
whether  the  medical  staff  approves  of  the  use  of  its 
infrastructure  by  the  HMO/PPO. 

After  an  HMO/PPO  has  signed  a contract  with  a hospital, 
the  medical  staff  should  submit  an  annual  report  to  its 
membership  regarding  the  impact  of  the  HMO/PPO  upon 
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I practice  patterns  within  the  institution  (e.g.,  physician 
and  patient  subscrihership,  number  of  admissions 
generated). 

I The  Reference  Committee  recommended  adoption  of 
this  resolution. 

A motion  to  refer  Resolution  86-10  to  the  Board  of 

1 Trustees  was  defeated. 

1 Resolution  86-10  was  adopted  by  the  House. 

I Resolution  86-1 1 

Introduced  by;  I.  J.  Tikellis,  M.D. 

I I Subject:  Public  Information  Program 

I Whereas,  the  Professional  Review  Organization  now 

1 1 serving  Delaware  has  developed  criteria  that  impede  the 
i physician  from  giving  proper  care  to  our  Medicare  patients 
jwho  require  hospitalization;  and 

Whereas,  there  are  instances  where  to  comply  with  these 
I criteria  would  result  in  inferior  or  insufficient  care  or 
jdenial  of  hospitalization  of  our  Medicare  patients;  and 
I Whereas,  what  is  happening  is  no  longer  a matter  of 
financial  gain  to  the  physician  but  rather  concern  for  the 
welfare  of  our  patients:  now  therefore  be  it 
Resolved,  that  the  Medical  Society  of  Delaware  and  its 
member  physicians  develop  a program  to  inform  the 
Ipublic  as  to  what  is  happening  to  their  right  to  receive 
decent  medical  care. 

An  amendment  was  adopted  in  support  of  the  following 
additional  Resolved: 


Resolved,  that  this  resolution  be  sent  to  the  members  of 
Delaware’s  Congressional  delegation. 

Substitute  Resolution  86-11  was  adopted  by  the  House. 

ABSOLUTION  RESOLUTION 

The  House  adopted  the  following  resolution: 
RESOLVED,  That  each  and  all  of  the  Resolutions,  acts, 
and  proceedings  of  the  Board  of  Trustees  of  the  Medical 
Society  of  Delaware  heretofore  had  been  adopted  since 
the  last  meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  Delaware  as  shown  by  the  records  of  the 
minutes  and  all  the  acts  of  the  officers  and  trustees  of  the 
Society  in  carrying  out  and  promoting  of  purposes, 
objects  and  interests  of  this  Society  since  the  last  House 
of  Delegates  meeting  are  approved  and  ratified  and 
hereby  made  the  acts  and  deeds  of  the  Medical  Society  of 
Delaware. 

(The  complete  report  of  the  Proceedings  of  the  House  of 
Delegates  is  on  file  in  the  Medical  Society  office  and  is 
available  to  members  for  reference.) 

As  a memorial  to  the  members  of  the  Society  who  were 
lost  through  death  during  the  past  year,  the  assembly 
rose  for  a moment  of  silence  as  the  names  were  read: 

Lewis  B.  Flinn,  M.D.  CharlesT.  Lawrence,  M.D. 

John  H.  Furlong,  Jr.,  M.D.  Joseph  H.  Russo,  M.D. 
Charles  Karpinski,  M.D.  Shermer  H.  Stradley,  M.D. 
James  W.  Kerrigan,  M.D. 


The  NAVY  is 
STRONG  MEDICINE 

f The  United  States  Navy  Medical  Command  desires  physicians  who  want  to  practice  medicine...  not  be  business 
11  managers.  The  Navy  offers  specialists  quality  clinical  experience  and  professional  growth,  a very  comfortable 
il  lifestyle  without  financial  and  administrative  worries,  and  the  valuable  time  to  spend  with  family  and  friends  while 
planning  the  future. 

j:  • GENERAL  SURGERY  • PREVENTIVE  MEDICINE 

)l  • OB  - GYN  • CRITICAL  CARE 

)j  •OTOLARYNGOLOGY  • DIAGNOSTIC  RADIOLOGY 

• PSYCHIATRY  • PEDIATRICS 

LOCATIONS 

I 23  modern  medical  facilities  nationwide  located  along  the  east  and  west  coast  as  well  as  nine  hospitals  overseas 
L including  those  in  Japan,  Spain,  Italy  and  the  Phillippines. 

BENEFITS 

' • Varied  clinical  experience 
■ • 30  days  annual  vacation 
1 • Full  malpractice,  medical/dental  coverage 
• • Net  starting  salaries  from  $45,000  to  $55,000 

• Non-contributive  retirement  package  which  yields  approximately  $20,000  a year  after  20  years  of  service  or 
$30,000  after  30  years. 

MINIMUM  QUALIFICATIONS 

• State  license  • U.S.  Citizen 
• Graduate  of  AMA/AOA  medical  school 
• Excellent  professional  references 

For  complete  details  call:  Jim  Loncoske  at  (215)  568-2042  collect, 

or  send  curriculum  vitae  to:  Medical  Officer  Programs 
128  N.  Broad  St.  Philadelphia,  PA  19102 
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Book  Reviews 

E.  Wayne  Martz,  M.D.,  Book  Review  Editor 

The  Journal  regularly  receives  new  books  for  review  and  can  obtain  others. 

Physicians  interested  in  contributing  book  reviews  are  invited  to  call  the  Journal 
office,  658-3957. 


THE  HISTORY  OF  A HOSPITAL  MERGER: 
THE  WILMINGTON  MEDICAL  CENTER  - 1 965- 
1985  by  Norman  L.  Cannon,  M.D.  1987, 
Wilmington,  DE,  HarpArt  House.  360  pp. 
Price:  $22.95. 

Dr.  Cannon  was  there,  right  from  the  begin- 
ning. He  was  one  of  the  movers  toward  merger, 
first  as  president  of  the  first  unified  staff,  then 
as  first  medical  director.  His  book,  on 
which  he  has  been  working  for  ten  years,  is 
divided  into  two  parts;  “A  View  of  the  Whole,” 
and  “Some  of  the  Parts.”  These  are  suitable 
titles  and  have  the  fillip  of  punning,  not  unex- 
pected if  one  knows  Dr.  Cannon. 

As  he  himself  tells  it,  “. . . three  rather  undis- 
tinguished community  hospitals  with  a small 
educational  component  were  united  into  one 
Medical  Center  which  can  compete  for  staff 
and  students  with  any  in  the  country.”  It  is 
natural  that  his  book  will  interest  those  who 
were  here  for  all  or  part  of  the  merging  process. 
But  it  should  also  be  read  by  those  who  work  in 
the  medical  community  now,  so  that,  as  Dr. 
Cannon  so  well  puts  it,  “the  past  might  not  be 
forgotten,  particularly  in  a society  obsessed  with 
the  future.” 

The  chapters  are  separated  by  photographs 
of  the  three  community  hospitals  which 
merged;  appropriately,  however,  the  frontis- 
piece photo  is  an  aerial  view  of  the  Christiana 
Hospital.  Among  the  various  ideas  along  the 
way  for  Omega  (as  the  final  compromise  was 
christened,  referring  to  the  last  letter  of  the 
Greek  alphabet),  were  building  across  the 
Brandywine  Cemetery,  or  building  a floating 
hospital  in  the  Delaware  River.  When  the  staff 
voted  on  the  Omega  resolution,  the  tally  was 
67%  for,  and  29%  against,  with  4%  abstaining. 
Dr.  Cannon  lists  those  who  most  vehemently 
opposed,  by  name  and  by  tactic.  He  also 
records  that  at  a public  hearing,  13  physicians 
(names  not  listed)  spoke,  of  whom  eight  were 
in  favor  and  five  against.  Just  when  the  Medi- 
cal Center  thought  consensus  had  been 
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achieved,  and  building  could  precede,  the 
NAACP  filed  a lawsuit  which,  although  it  was 
won  by  the  Center,  delayed  building  by  at  least 
five  years.  But  “today.  Plan  Omega  is  a fact 
and  so  far  none  of  the  dire  consequences  feared 
by  the  plaintiffs  have  occurred . . . The  sky  has 
not  fallen  . . . the  judicial  system  has  been 
vindicated  as  a peaceful  means  of  settling  dis- 
putes ...  It  is  a good  system;  it  is  slow,  but  it 
works.”  The  delay,  however,  increased  the  cost 
from  an  estimated  $87  million  to  almost  dou- 
ble that,  $165  million,  an  amount  which  in- 
cludes the  cost  of  the  new  700  bed  hospital,  and 
$3  million  for  the  remodeling  of  the  Delaware 
Division,  to  be  renamed  the  Wilmington 
Hospital. 

The  new  hospital  required  at  least  33  bid 
packages,  from  sitework  to  signage  and  gra- 
phics, the  roof,  metalwork,  etc).  The  new  hos- 
pital has  690,000  square  feet  of  which  300,000 
are  carpeted.  The  laundry,  all  26,000  pounds  of 
it  per  day,  is  still  done  at  Wilmington  Hospital. 

In  Part  Two,  “Some  of  the  Parts,”  the  parts 
included  are  discussed  in  a “comprehensive 
but  not  encyclopedic  fashion,”  Dr.  Cannon 
says  in  a nice  distinction  between  words. 
Between  the  time  of  merger  in  1965  and  the 
decade  Dr.  Cannon  discusses  in  his  book,  the 
medical  staff  increased  from  about  325  to  more 
than  900!  Many  of  the  names  in  this  section 
are  still  familiar. 

The  Center  is  one  of  Delaware’s  largest 
employers,  with  more  than  4,500  people.  More 
than  200,000  people,  including  inpatients, 
outpatients,  staff,  and  visitors,  move  through 
the  Christiana  Hospital  every  year. 

Dr.  Cannon’s  book  will  undoubtedly  be  of 
interest  to  many  in  the  medical  community. 
Those  who  read  or  browse  in  it,  as  well  as  those 
who  do  not,  should  be  grateful  to  him  for  hav- 
ing worked  so  assiduously  to  get  it  on  the 
record  for  all  to  read. 

Bernadine  Z.  Paulshock,  M.D. 
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ETHICS:  NO  LONGER  BLACK  AND  WHITE 

Ethics  --  the  entire  issue  brings  to  mind 
Justice  Potter  Stewart’s  published  legal 
opinion  on  pornography  --  a definition  could 
not  be  rendered,  but  “I  know  it  when  I see  it.” 

Recall  if  you  will,  your  medical  school  gradu- 
ation and  relive  the  moment  and  emotion 
which  accompanied  the  administration  of  the 
Hippocratic  Oath.  We  pledged  to  help  all 
regardless  of  compensation  to  the  best  of  our 
ability  and  above  all  else,  to  do  no  harm, 
reflecting  the  sentiments  of  a long  line  of 
physicians,  from  Apollo  and  Aescalepius  all 
the  way  through  to  the  present. 

How  far  we  have  evolved  from  a time  when 
issues  were  simple  and  decisions  black  and 
white.  The  field  of  medicine  had  not  undergone 
the  intensive  technologic  and  economic 
changes  that  have  developed  over  the  past  ten 
to  20  years. 

As  a result,  we  must  now  confront  the 
problems  heretofore  unimagined.  The  Karen 
Ann  Quinlan  case  of  the  late  1970s  pales  in 
light  of  today’s  problems  - surrogate 
parenting,  in  vitro  fertilization,  clinical  investi- 
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gation  and  withholding  of  treatment  for 
statistical  purposes  (as  recently  noted  in  AIDS 
drug  testing),  organ  replacement,  fetal 
research,  HMOs  and  the  rationing  of  medical 
care  are  just  a few  of  the  examples. 

Webster’s  Dictionary  defines  ethics  as  “the 
principles  of  morality  including  both  the 
science  of  the  good  and  the  nature  of  the  right; 
the  science  of  the  human  character  in  its  ideal 
state”  (interestingly  enough,  it  also  defines 
ethical  as  “in  accordance  with  the  rules  or 
standards  for  right  conduct  or  practice,  esp. 
the  standards  of  a profession  as,  ‘it  is  not 
considered  ethical  for  physicians  to  advertise”’), 
(leave  it  to  our  legal  brethren  to  obfuscate 
ethics). 

The  principles  by  which  we  conduct  our- 
selves in  a professional  manner  are  in  general 
well  understood  and  universally  accepted.  The 
AMA  has  codified  this  in  a simple  statement; 
“The  medical  profession  has  long  subscribed 
to  a body  of  ethical  statements  developed 
primarily  for  the  benefit  of  the  patient.  As  a 
member  of  this  profession,  a physician  must 
recognize  responsibility  not  only  to  patients, 
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but  also  to  society,  to  other  health  profes- 
sionals, and  to  self.” 

In  an  effort  to  address  these  questions,  we 
have  established  an  Ad  Hoc  Committee, 
headed  by  Dr.  Robert  W.  Frelick,  that  is 
charged  with  investigating  the  issues  and 
recommending  a new  and  fully  expanded  code 
of  ethics  with  guidelines  and  parameters  to 
lead  our  membership  into  the  1990s  and 
through  the  current  period  of  corporatization 
of  medicine. 

The  Committee  has  already  begun  its  delib- 
erations, and  Dr.  Frelick  has  outlined  a 
plethora  of  problems  for  the  members.  I realize 
that  there  is  and  will  be  a diversity  of  opinions 
in  this  matter  - including  one  that  even  the 
Board  of  Trustees  never  anticipated  - that 


being  “whether  or  not  it  is  ethical  to  have  an 
ethics  committee.” 

That  opinion  notwithstanding,  with  the 
increasing  complexity  of  medical  care,  and 
with  technological  advances  often  outpacing 
ethical  questions,  it  is  important  that  such  a 
professional  committee  be  active  in  this 
Society.  It  is  hoped  that  physicians  will  take 
advantage  of  such  resources  before,  rather 
than  after,  questions  are  raised  about  a specific 
situation. 

I congratulate  the  editor  of  the  Journal,  the 
guest  editor,  and  contributors  in  bringing 
many  of  these  problems  to  our  attention  and 
enabling  us  to  become  more  cognizant  of  the 
ramifications  of  our  professional  and  personal 
actions. 


Charles  Attig,  M.D. 
Charles  Goodman,  M.D. 
Richard  Hindin,  M.D. 
Eugene  I.  Tolpin,  M.D.,  Ph.  D. 
Richard  Weiss,  M.D. 

We  are  pleased  to  announce  the  formation  of 

Anesthesia  Services,  P.A. 

As  of  April  1, 1987,  we  will  be  offering  the 
full  range  of  anesthesia  care  at 
The  Medical  Center  of  Delaware. 

Call  733-2670  by  day 
428-5967  by  night  and  weekends. 
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Starting  with  the  special  issue  on  Ethics  of 
the  Delaware  Medical  Journal,  a monthly 
page  will  be  run  on  current  ethical  standards. 
These  will  primarily  be  taken  from  the  Current 
Opinions  of  the  Council  on  Ethical  and  Judi- 
cial Affairs  of  the  American  Medical  Associa- 
tion. This  first  page  is  taken  from  Section  5.00, 
Opinions  on  Confidentiality,  Advertising  and 
Communications  Media  Relations. 

5.01  Advertising  and  Publicity.  There  are  no 
restrictions  on  advertising  by  physicians 
except  those  that  can  be  specifically  justified  to 
protect  the  public  from  deceptive  practices.  A 
physician  may  publicize  himself  as  a physician 
through  any  commercial  publicity  or  other 
form  of  public  communication  (including  any 
newspaper,  magazine,  telephone  directory, 
radio,  television  or  other  advertising)  provided 
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that  the  communication  shall  not  be  mis 
leading  because  of  the  omission  of  necessary 
material  information,  shall  not  contain  any 
false  or  misleading  statement,  or  shall  not 
otherwise  operate  to  deceive. 

The  form  of  communication  should  be 
designed  to  communicate  the  information  con- 
tained therein  to  the  public  in  a direct,  dignified 
and  readily  comprehensible  manner.  Aggres 
sive,  high  pressure  advertising  and  publicity 
may  create  unjustified  medical  expectations . 
Any  advertisement  or  publicity,  regardless  of 
format  or  content  should  be  true  and  not 
misleading. 

The  communication  may  include:  (a)  the 
educational  background  of  the  physician;  (b) 
the  basis  on  which  fees  are  determined 
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(including  charges  for  specific  services;  (c) 
available  credit  or  other  methods  of  payment; 
and  (d)  other  information  about  the  physician 
which  a reasonable  person  might  regard  as 
relevant  in  determining  whether  to  seek  the 
physician’s  services. 

Testimonials  of  patients,  however,  as  to  the 
physician’s  skill  or  the  quality  of  his  pro- 
fessional services  should  not  be  publicized. 
Statements  relating  to  the  quality  of  medical 
services  are  extremely  difficult,  if  not  impos- 
sible, to  verify  or  measure  by  objective  stand- 
ards. Claims  regarding  experience,  competence 
and  the  quality  of  the  physician’s  services 
may  be  made  if  they  can  be  factually  supported 
and  if  they  do  not  imply  that  he  has  an 
exclusive  and  unique  skill  or  remedy.  A 
statement  that  a physician  has  cured  or 
successfully  treated  a large  number  of  cases 
involving  a particular  serious  ailment  may 
imply  a certainty  of  result  and  create  unjusti- 
fied and  misleading  expectations  in  prospec- 
tive patients. 

Consistent  with  Federal  regulatory 
standards  which  apply  to  commercial  adver- 
tising, a physician  who  is  considering  the 
placement  of  an  advertisement  or  publicity 


release,  whether  in  print,  radio  or  television, 
should  determine  in  advance  that  his  communi- 
cation or  message  is  explicitly  and  implicitly 
truthful  and  not  misleading.  These  standards 
require  the  advertiser  to  have  a reasonable 
basis  for  claims  before  they  are  used  in 
advertising.  The  reasonable  basis  must  be 
established  by  those  facts  known  to  the  adver- 
tiser, and  those  which  a reasonable,  prudent 
advertiser  should  have  discovered. 

As  used  herein,  references  to  a “physician” 
apply  also  to  information  relating  to  the  physi- 
cian’s group,  partners  or  associates.  Any 
communication  or  message  within  the  scope 
of  this  opinion  should  include  the  name  of  at 
least  one  physician  responsible  for  its  content. 

Nothing  in  any  opinion  of  the  Council  on 
Ethical  and  Judicial  Affairs  is  intended  or 
shall  be  construed  to  discourage  or  to  limit 
advertising  and  representations  which  are  not 
false  or  deceptive  within  the  meaning  of 
Section  5 of  the  Federal  Trade  Commission 
Act.  (II) 

Provided  as  a service  by  the  Ethics  Committee 
of  the  Medical  Society  of  Delaware. 


; 

MANSURE  b 

t PRETTY MAN  INC 





For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today’s  most  discriminating  man. 


ESTABLISHED  1922 

Slone  Hill  Road  & Augustine  Cui-Olt 
VISA  • MasterCard  • Am  Ex  • WSFS 
Monday  Saturday  9:30-5.30 
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GUEST  EDITOR:  MAURICE  LIEBESMAN,  M.D. 


Maurice  Liebesman,  M.D.,  a Wilmington- 
area  pediatrician  and  assistant  clinical  pro- 
fessor at  Jefferson  Medical  College,  is  the 
guest  editor  of  Delaware  Medical  Journal’s 
special  issue  this  month,  which  focuses  on 
ethics. 

A native  of  Buenos  Aires,  Argentina,  Dr. 
Liebesman  took  his  medical  degree  at  Buenos 
Aires  University  Medical  School,  graduating 
in  1960.  That  same  year  he  came  to  the  United 
States,  finishing  his  training  in  facilities 
around  the  Delaware  V alley,  and  becoming  an 
American  citizen.  In  1965,  Dr.  Liebesman 
went  into  private  practice  in  pediatrics, 
expanding  into  pediatric  allergy  in  1968. 

Dr.  Liebesman  has  been  an  active  member 
of  the  state  and  local  medical  community  since 
that  time,  organizing  and  attending  the  first 
local  bilingual  well-baby  clinic,  writing  a 
weekly  column  on  pediatrics  in  the  Newark 
community  newspaper,  participating  visibly 
in  the  Delaware  Chapter  of  the  American 


Academy  of  Pediatrics,  and  working  for  Gover- 
nor Castle  on  the  governor’s  “First  60  Months” 
project.  He  is  also  a member  of  the  New  Castle 
County  Medical  Society,  the  Medical  Society  of 
Delaware,  the  American  College  of  Allergists, 
and  the  American  Academy  of  Pediatrics.  Dr. 
Liebesman  has  served  on  the  Editorial  Board 
of  the  Delaware  Medical  Journal,  and  edited 
the  Delaware  Chapter  of  the  American 
Academy  of  Pediatrics  Newsletter. 

In  1985,  Dr.  Liebesman  became  chairman  of 
the  Bioethics  Ad  Hoc  Committee  at  The  Medical 
Center  of  Delaware.  Recently,  he  was  ap- 
pointed to  the  Committee  on  Ethics  of  the 
Medical  Society  of  Delaware. 

With  this  background.  Dr.  Liebesman  has 
ably  put  together  this  special  issue  of  Delaware 
Medical  Journal,  the  first  issue  ever  entirely 
focused  on  the  ethical  concerns  which  confront 
today’s  practicing  physician  and  health  care 
provider. 
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ETHICS:  WHICH  DOOR  TO  OPEN  NEXT? 

To  everything  there  is  a season, 

and  a time  to  every  purpose  under  the 

heaven: 

A time  to  be  born,  and  a time  to  die; 
a time  to  plant,  and  a time  to  pluck  up  that 
which  is  planted.” 

Ecclesiastes  3:1-2 
I am  convinced  physicians  and  society  in 
general  have  a quasi-magic  fascination  with 
death.  It  is  as  if  we  cannot  even  calmly  and 
rationally  accept  the  mystery  of  the  process  of 
dying.  Now  that  the  medical  profession  has 
been  given  the  ability  to  have  some  control 
over  death  with  life-sustaining  mechanisms, 
we  suddenly  become  timid,  nervous,  and  over- 
whelmed by  such  responsibility,  without 
knowing  how  far  that  responsibility  goes. 

Moral  and  religious  norms  have  taught  us 
we  were  entrusted  with  life  and  the  duty  to 
sustain  it  and  to  preserve  it.  But  how  long 
should  life  be?  When  is  the  moment  to  die?  Is 
there  a “quality”  to  life?  For  ages,  philos- 
ophers have  pondered  these  questions.  To  help 


PROFESSIONAL  OFFICE  SPACE 
WITH  VICTORIAN  CHARM 
1525  Delaware  Avenue 
Wilmington,  DE 

First  floor  office  space  on  Delaware 
Avenue  in  the  heart  of  Trolley  Square 

2 examining  rooms,  office,  plus  waiting 
room,  reception  area  and  private  bath 

3 offices  plus  waiting  room,  reception 
area  and  private  bath 

Private  entrance,  excellent  visibility  on 
Delaware  Avenue 

To  be  redecorated  to  your  taste  (paint 
and  carpeting) 

Only  $500  per  month  net  (ca.  $7.00  per 
square  foot) 

Available  February  15,  1987 
Contact  Derek  Strine 

656-5000 

429-7204 


us  find  some  answers,  we  asked  Dr.  Paul  T. 
Durban,  Professor  of  Philosophy  in  the  Philos- 
ophy Department  and  Center  for  Science  and 
Culture  of  the  University  of  Delaware,  to 
survey  some  major  theories  which  could  give 
us  some  direction.  In  a well-researched  article, 
he  discusses  the  utilitarian  theory  (something 
is  right  if  it  is  good  to  the  greatest  number  of 
people),  and  the  deontological  theory  (we  have 
the  duty...),  adding  a final  touch  with  Thomas 
Aquinas,  who  said  that  “prudence  and  wis- 
dom” should  guide  our  steps. 

If  philosophers  have  discussed  for  a long 
time  the  ethical  behavior  of  mankind,  phy- 
sicians did  not  lag  too  far  behind.  It  may  have 
started  in  India,  or  in  Greece  with  the  Oath  of 
Hippocrates,  in  Rome  with  the  primum  non 
nocere  rule,  or  in  Spain  with  the  Oath  of 
Maimonides,  and  continued  in  America,  where 
in  1973  the  “Patient’s  Bill  of  Rights”  was  first 
manifested.  In  another  article,  Mr.  Robert  H. 
Sweeney,  President  of  the  National  Associa- 
tion of  Children’s  Hospitals,  recounts  the 
history  of  the  physicians’  quest  for  an  ethical 
code  in  his  paper,  “Past,  Present  and  Future  of 
Hospital  Ethics  Committees.” 

Another  article  presented  in  this  issue  is  by 
Dr.  William  B.  Weil,  Jr.,  Professor  of  Pediatrics 
and  Human  Development  at  Michigan  State 
University,  who  attempts  to  explain  the  mech- 
anisms of  how  decisions  are  made.  Elemental 
definitions  to  know  beforehand  are:  autonomy, 
the  individual’s  right  to  self  determination; 
and  paternalism,  a professional  attitude  based 
on  greater  knowledge.  How  much  of  each  is 
needed  to  make  the  “right  combination”  varies 
with  each  case,  depending  on  the  age  and/or 
mental  competency  of  the  patient.  In  any  case, 
the  decision  should  always  be  made  in  the  best 
interest  of  the  patient. 

Does  a patient  have  the  right  to  refuse 
treatment?  What  is  the  liability  of  health  care 
personnel  for  withholding  medical  treatment? 
How  is  a patient  declared  mentally  incom- 
petent? Who  can  give  consent  by  proxy?  If 
physicians  decide  what  is  proper  medical  care, 
the  law  confines  the  limits.  Step  by  step,  Selma 
Hayman,  Ph.D.,  J.D.,  a Wilmington  lawyer, 
answers  some  of  the  questions  in  her  con- 
tribution to  this  issue,  “Delaware  Law  on  the 
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Termination  of  Life-Sustaining  Treatment.” 
Dr.  Dayman  was  careful  to  avoid  excessive 
legal  language,  making  a clear  and  explicit 
presentation  for  a medical  audience. 

Recent  media  headlines  have  turned  our 
attention  away  from  Bahy  Does,  living  wills, 
and  informed  consent,  toward  a much  more 
sophisticated  world  of  high-tech  genetic  engi- 
neering. The  problems  of  artificial  insemi- 
nation, surrogate  parenthood,  and  whatever 
else  is  being  done  to  our  poor  chromosomes 
will  keep  hospital  ethics  committees  busy  for  a 
while.  And  that  is  what  brings  to  this  special 
issue  Digamber  Borgaonkar,  Ph.D.,  Director 
of  the  Cytogenetics  Laboratory  of  The  Medical 
Center  of  Delaware,  who  discusses,  “Ethical 
Issues  and  Medical  Genetics.” 

These  authors  and  others  have  presented  a 
number  of  critical  aspects  of  medical  ethics 
which  are  basic  to  the  education  of  a physician 
in  the  1980s.  Ignoring  these  problems  will  not 
make  them  go  away.  Physicians  are  people 
educated  in  medicine  and  in  life.  We  should 
learn  how  to  explore  our  own  intellectual 
continent  to  find  the  answer  to  some  of  these 
questions. 

Having  been  guest  editor  of  this  special  issue 
in  medical  ethics  has  been  one  of  the  most 
intellectually  rewarding  and  stimulating 
experiences  of  my  professional  career.  I have 
learned  a lot,  especially  in  how  much  more  I 
have  to  learn.  It  was  like  opening  one  big  door 
only  to  find  it  led  me  to  more  doors.  Which  one 
should  be  opened  next? 

Maurice  Liebesman,  M.D. 

Dr.  Liebesman  is  the  chairman  of  the  Ad  Hoc 
Committee  on  Ethics  at  The  Medical  Center  of 
Delaware. 


A CONCERN  ABOUT  DELAWARE  ETHICS 

The  World  Medical  Association  was  founded 
in  1947  as  a non-political  group  made  up  of 
national  medical  associations.  They  created  a 
series  of  declarations  on  ethical  matters,  which 
are  similar  to  those  in  the  booklet  on  current 
ethical  opinions  recently  published  by  the 
Council  on  Ethical  and  Judicial  Affairs  of  the 
AMA.  These  two  documents  contain  multiple 
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When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle'spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 

BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T. 

Where  rehabilitation  is  more  than  just  a word 

physician's  referral  required 

KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 

WILMINGTON,  DELAWARE  19805  • TELEPHONE  302/995-6095 


statements,  declarations,  and  pronouncements 
which  are  in  general  well  understood  and 
widely  accepted.  They  are  an  excellent  source 
from  which  guidelines  for  local  issues  can  be 
established. 

After  study  of  these  guidelines,  it  is  obvious 
that  many  of  today’s  concerns  are  included.  It 
also  is  clear  that  not  all  contingencies  can  be 
included  to  help  and  guide  local  ethics  com- 
mittees on  specific  situations.  With  the  increas- 
ing complexity  of  medical  care,  and  with 
technical  advances  often  outpacing  ethical 
debate,  it  is  important  that  peer-related  pro- 
fessional committees  be  active;  it  is  to  be  hoped 
that  physicians  will  take  advantage  of  such 
resources  before,  rather  than  after  questions 
are  raised  concerning  the  ethics  of  a specific 
situation. 

The  newly  formed  Ethics  Committee  of  the 
Medical  Society  of  Delaware  will  review 
current  and  specific  situations  of  local  interest 
in  order  to  establish  ethical  guidelines  for  this 
state.  Although  we  will  base  our  guidelines  on 
national  recommendations,  we  will  not  be  a 
slave  to  them.  The  following  are  some  of  the 

162 


issues  with  which  we  have  to  grapple  in 
Delaware: 

• Should  the  Delaware  Medical  Journal 
include  the  names  of  physicians  who  have 
fiscal  interests  in  advertised  services? 

• Can  HMO  physicians  follow  the  dictums 
which  recommend  freedom  of  choice  of  con- 
sultants? 

• Do  salaried  physicians  lose  independence 
of  action? 

• Are  new  drugs  and  procedures  introduced 
with  appropriate  controls  to  fully  informed 
patients? 

• How  can  physicians  help  patients  obtain 
informed  free  choice  of  hospitals,  pharmacies, 
and  consultants? 

• Do  third  party  constraints  on  hospital 
admission  and  discharge  interfere  with  pa- 
tients’ rights? 

• Are  patients  denied  freedom  of  choice 
because  of  economic  factors?  If  so,  what  are 
physician  responsibilities? 

• How  can  physicians  protect  their  patients 
Del  Med  Jrl,  March  1987— Vol.  59,  No.  3 


Editorials 


from  questionable  institutional  requirements 
(eg,  nursing  home  rules  that  all  drugs  ordered 
by  a patient’s  physician  must  be  purchased 
through  nursing  home  channels)? 

• At  what  point  should  confidentiality  of 
physician/patient  relationships  take  second 
place  to  societal  needs  (eg,  patients  with 
AIDS)? 

• How  can  physician/patient  confidentiality 
relationships  be  assured  in  the  face  of  medical 
record  computerization? 

• Should  those  giving  second  opinions  be 
free  to  accept  the  patient  for  management  if 
the  patient  so  desires? 

• At  what  point  should  a physician  consider 
a patient’s  desire  to  withhold  measures  to 
extend  life? 

The  Medical  Society  of  Delaware’s  Ethics 
Committee  hopes  to  be  responsive  to  changes 
in  medical  technology,  in  medical  practice 
statutes,  and  to  the  concerned  public  of  health 
issues.  We  are  aiming  to  provide  the  physicians 
of  Delaware  with  a resource  to  help  in  their 
ethical  decision-making. 

Local  physicians  are  invited  to  submit  prob- 
lems and  questions  to  the  Medical  Society  of 
Delaware’s  Ethics  committee.  We  hope  that 
doing  this  will  prevent  misunderstandings 
and  will  help  to  assure  our  patients  of  the 
medical  profession’s  commitment  to  quality 
care,  provided  in  an  ethical  fashion. 

Robert  W.  Frelick,  M.D. 


OTHER  ETHICAL  DILEMMAS 

Although  most  problems  in  biomedical 
ethics  are  assumed  to  be  problems  of  patients 
and  their  physicians,  recently  Dr.  WiUiam  Winken- 
werder  called  attention  to  another  kind  of 
ethical  dilemma:  that  which  may  exist  between 
attending  physicians  and  house  staff  phy- 
sicians. In  his  paper!  Winkenwerder  points 

out  that  ethical  dilemmas  can  arise  because  of 
“the  peculiar  role  of  residents  in  our  medical 
hierarchy.”!  Dr.  Winkenwerder  suggests  that 
in  order  to  resolve  these  problems,  it  is  im- 
portant to  recognize  and  resolve  value  differ- 
ences when  they  arise,  increase  formal  ethics 
training  in  medical  school  and  residency  pro- 
grams, utilize  ethics  consultants  and  local 
sages  to  resolve  differences,”  and  increase 
communications  so  that  everyone  involved  in 
the  care  of  a particular  patient  knows  the 
“agreed-on  plan  for  each  patient  should  that 
patient  suddenly  decompensate.”! 

As  Dr.  Winkenwerder  reminds  us  and  is 
amply  pointed  out  in  many  of  the  papers  in 
this  journal,  “The  life-sustaining  capability  of 
modern  medicine,  coupled  with  its  difficult 
ethical  choices,  has  become  the  physician’s 
most  challenging  moral  dilemma.”' 

In  this  issue.  Dr.  Liebesman  provides  us 
with  a variety  of  discussions  on  these  impor- 
tant topics. 


Bernadine  Z.  Paulshock,  M.D. 


Dr.  Frelick  is  the  newly  appointed  chairman  of 
the  Medical  Society  of  Delaware  Ethics 
Committee. 
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THE  LAW  ON  ETHICS:  LAGGING  BEHIND 

The  living  will  and  brain  death  laws  which 
have  been  passed  in  Delaware  over  the  last 
three  years  are  a tremendous  step  forward  for 
reasonable  and  humanistic  health  care.  But 
other  issues  still  remain  to  be  resolved.  As 
medical  technology  continues  to  progress 
faster  than  the  development  of  a compre- 
hensive system  of  medical  ethics,  improvement 
of  the  latter  becomes  more  and  more  necessary. 

Now  we  can  legally  discontinue  respiration 
and  other  extraordinary  life  support  systems 
in  obviously  brain  dead  patients.  To  do  other- 
wise accomplishes  exactly  nothing.  Yet  even 
to  get  this  obviously  necessary  statute  through 
the  state  legislature  in  Delaware  took  well  over 
a decade.  Many  states  still  do  not  have  a brain 
death  statute,  although  the  same  procedures 
are  followed  quietly  nonetheless. 

Laws  such  as  this  were  not  necessary  in  the 
days  before  respirators,  dialysis,  intravenous 
fluids,  and  other  medical  means  made  it 
possible  to  indefinitely  extend  the  “life”  of  a 
hopelessly  ill  and  hopelessly  comatose  patient. 


Society  then  had  to  come  to  realize,  albeit 
slowly  at  times,  that  to  do  so  accomplished 
nothing  and  also  caused  an  unbelievable 
amount  of  grief  for  the  families  involved,  not  to 
mention  the  tremendous  waste  of  resources. 

All  the  technology  involved  has  its  proper 
uses,  and  when  properly  applied,  can  save 
countless  lives.  Learning  when  and  how  to  use 
the  technology  was  easy.  Learning  when  not 
to  use  it  was  arduous  and  painful. 

Now  the  focus  has  shifted  to  patients  who  > 
are  not  brain  dead,  but  who  are  nonetheless 
hopelessly  comatose  by  accepted  criterion. 
Karen  Ann  Quinlan’s  life  for  ten  years  after 
her  lapse  into  coma  in  New  Jersey  would  be  a 
good  example.  Again,  prolonging  life  in  this 
instance  accomplished  nothing.  Is  it  ethical 
under  those  circumstances,  where  coma  is 
irreversible,  to  discontinue  feeding  and  hydra- 
tion? Whether  the  feeding  is  being  done  by 
nasogastric  tube  or  intravenously,  is  this  any 
different  than  discontinuing  a respirator?  Keep 
in  mind  that  we’re  speaking  of  patients  who 
are  not  brain  dead  and  are  usually  breathing 
on  their  own,  but  who  are  hopelessly  coma- 
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i;tose--the  so-called  “chronic  vegetative  state.” 

I Under  Delaware’s  current  laws,  not  even  a 
[respirator  could  be  discontinued,  much  less 
I the  feeding  and  hydration. 

i 

I In  Los  Angeles,  the  county  medical  associa- 
I tion  has  just  produced  guidelines  on  feeding  in 
I such  situations.  These  guidelines  state  that 
feeding  and  hydration  used  to  keep  a hopeless 
patient  alive  after  it  becomes  clear  that  the 
1 patient’s  underlying  disease  cannot  be 
improved  by  any  treatment,  should  be  treated 
as  any  other  form  of  life-sustaining  treatment 
and  can  be  withdrawn  at  the  request  of  the 
proper  decision  maker.  This  opinion  is  based 
on,  and  supported  by,  a California  Appellate 
court  decision.  That  decision.  Barber  v. 
Superior  Court,  cleared  two  California  physi- 
cians charged  with  murder  for  removing  the 
feeding  tube  of  a patient  determined  to  be 
hopelessly  comatose.  This  principle  was  also 
expressed  in  1982  by  the  President’s  Commis- 
sion on  the  study  of  Ethical  Problems  in 
Medicine.  More  recently,  the  AMA  Council  of 
Ethical  and  Judicial  Affairs  took  the  same 
stance. 

Where  all  of  this  leaves  us  in  Delaware  is 
unclear.  Neither  the  California  court  decision 
nor  the  decision  of  any  of  the  professional 
bodies  discussed  above  have  the  force  of  law 
here.  Basically,  we  are  left  in  limbo.  Once 
again,  we  must  wait  for  law  and  ethics  to  catch 
up  with  technology.  As  the  14  year  struggle  to 
pass  the  brain  death  law  here  shows,  it  could 
be  a long  wait. 

Daniel  L.  DePietropaolo,  M.D. 


BABY  DOE  REVISITED 

It  has  been  almost  five  years  since  Baby 
Doe,  a Bloomington,  Indiana,  infant  bom 
with  Down  syndrome  and  a tracheo-esophag- 
eal  fistula  succumbed  after  a decision  was 
made  by  his  parents  and  doctor  to  withhold 
potentially  life-saving  treatment.  A great  deal 
of  public  and  private  debate  has  occurred  since 
that  controversial  decision  spurred  our 
national  conscience.  New  federal  laws  have 
been  passed  governing  the  care  of  severely 
handicapped  infants.  Are  we  better  off  now 
than  before? 

I believe  the  answer  to  this  question  is  a firm 
“yes.”  As  a consequence  of  the  intense  interest 
produced  by  this  issue,  a compromise  has  now 
been  reached  that  seems  to  have  appeal  to  all 
the  interested  parties.  Parents,  on  whom  the 
consequences  of  such  terrible  ethical 
judgments  as  withholding  life-saving  therapy 
must  ultimately  fall,  have  retained  many  of 
their  former  prerogatives.  The  medical  com- 
munity has  succeeded  through  a rare  but 
successful  partnership  with  legislators  and 
the  federal  courts  in  keeping  the  federal 
government  from  intruding  further  into 
medical  decision-making.  Reasonable  medical 
judgment  are  clearly  acknowledged  by  the 
new  regulations  without  disturbing  current 
medical  practices.  Supporters  of  the  Right-To- 
Life  movement  now  enjoy  a federal  statute 
condemning  “quality  of  life”  judgments,  and 
the  community  of  disabled  Americans  has 
achieved  a mechanism  whereby  state  and 
local  authorities  may  deter  unjustified  non- 
treatment of  disabled  infants. 


UNWANTED  HAIR  PERMANENTLY  REMOVED 

Frances  B.  Aerenson, 

R.N. 
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What  has  transpired  on  the  legislative  scene 
since  this  issue  first  came  to  the  public’s 
attention?  In  the  first  place,  federal  guidelines 
promulgated  hy  the  Reagan  Administration 
under  Section  504  of  the  Rehabilitation  Act  of 
1973,  which  prohibited  discrimination  against 
the  handicapped  under  threat  of  withholding 
federal  funds,  has  been  struck  down  by  the 
Supreme  Court  last  June  after  a lengthy  lower 
court  battle.  A coalition  of  medical  groups, 
Right-To-Life  activists,  and  the  disabled 
fought  for  and  won  on  compromise  legislation 
tied  to  the  National  Child  Abuse  Prevention, 
Treatment  and  Adoption  Reform  Act.  The  new 
regulations,  termed  the  Child  Abuse  Amend- 
ments, first  appeared  in  1984  (PL  98-457),  and 
speak  to  medical  treatment  of  disabled  infants 
in  the  context  of  neglect. 

Neglect  is  defined  as  the  failure  to  offer 
medically  indicated  treatment  to  a disabled 
infant  with  a life-threatening  condition. 
Failure  to  follow  these  regulations,  which  are 


enforced  by  state  and  local  child  protective 
agencies  working  in  conjunction  with  contact 
professionals  in  local  hospitals  results  in  loss 
of  federal  grants  to  these  agencies.  Generally 
speaking,  it  is  permissible  to  withhold  aggres- 
sive medical  therapy  in  cases  of  chronic 
irreversible  coma,  where  provision  of  such 
therapy  would  prolong  dying  or  be  otherwise 
futile  in  terms  of  survival,  or  would  be  viewed 
as  inhumane. 

Nonetheless,  the  statute  requires  that  all 
infants,  regardless  of  their  clinical  status, 
receive  hydration,  nutrition,  warmth,  and 
medication  where  appropriate.  Because  the 
language  of  the  guidelines  is  imprecise,  the 
meaning  remains  vague  and  open  to  various 
interpretations. 

For  example,  is  a persistently  vegetative 
state  more  hopeful  in  terms  of  survival  than 
irreversible  coma?  Does  appropriate  use  of 
medications  outlined  in  the  guidelines  imply  a 
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search  for  and  vigorous  treatment  of  infections 
in  the  irreversibly  comatose  infant? 

To  help  solve  these  dilemmas,  the  new 
statutes  suggest  that  hospitals  may  wish  to 
create  Infant  Bioethical  Review  Committees 
(IBRC)  that  are  broadly  representative  in 
terms  of  their  membership,  and  concern  them- 
selves with  ethical  judgments  in  the  treatment 
of  severely  handicapped  infants.  IBRCs,  whose 
creation  has  been  championed  by  the  Ameri- 
can Academy  of  Pediatrics,  may  serve  different 
roles  in  different  settings.  In  some  cases,  they 
may  act  as  an  educational  resource  to  assist 
interested  parties  in  reaching  moral  and 
ethical  decisions.  In  other  cases,  they  may 
actually  arbitrate  a decision-deciding  who 
shall  decide:  the  parents,  the  physicians,  both, 
or  neither  (ie,  the  courts).  The  IBRC  may  also 
assist  the  hospital  administration  and  medical 
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staff  in  setting  institutional  policies  regarding 
such  matters.  Finally,  the  IBRC  may  represent 
a convenient  and  appropriate  forum  for  de- 
veloping quality  assurance  standards  in  these 
areas,  through  both  retrospective  and  prospec- 
tive chart  review.  Whatever  the  role  of  the 
IBRC  in  individual  cases,  however,  the  for- 
mation and  function  of  such  a committee  is 
intended  to  help  parents  and  physicians  make 
decisions  for  handicapped  infants  that  are,  to 
the  greatest  extent  possible,  in  the  infants’  best 
interests. 

In  my  view,  the  new  regulations  will  support, 
not  derail,  two  encouraging  trends  in  the  care 
of  severely  handicapped  infants:  the  need  to 
remain  ever  vigilant  concerning  the  best  inter- 
ests of  the  infants  themselves;  and  the  stimulus 
to  hospitals  to  establish  IBRCs. 

Michael  E.  Norman,  M.D. 
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PRINCIPLES  VERSUS  PRACTICE  IN  BIOETHICS 


I INTRODUCTION 

Within  two  short  decades,  bioethics,  the 
: contemporary  version  of  traditional  medical 
i ethics,  has  come  of  age.  The  Encyclopedia  of 
' Bioethics  (1978),  has  become  sufficiently  out  of 
1 date  in  less  than  ten  years  to  require  a second 
I edition.  There  are  now  dozens  of  bioethics  and 
I medical  ethics  textbooks  of  various  sorts . There 
I are  also  textbooks  on  nursing  ethics,  ethics  for 
I psychiatrists  and  psychologists,  and  ethics  in 
i social  work.  Increasing  numbers  of  books  on 
j special  areas  are  also  appearing  (eg,  death  and 
' dying.  Baby  Doe  cases) . There  are  professional 
1 journals  on  ethics.  And  there  are,  all  over  the 
world,  centers  for  the  study  of  bioethics.  It  may 
be  time,  then,  to  take  a critical  look  at  the  field. 
And  what  I want  to  suggest  is  that  too  much 
) time  is  spent  by  bioethicists  on  the  clarification 
I of  principles  and  notenough  on  the  solution  of  such 
particular  problems  as  human  or  animal 
. experimentation. 

! The  main  point  behind  this  claim  is  that 
' that’s  what  bioethics  was  supposed  to  be  all 
about  from  the  beginning.  Nor  was  it  supposed 

Dr.  Durban  is  a professor  in  the  Philosophy  Department  and  the  Center  for 
Science  and  Culture  at  the  University  of  Delaware 

A version  of  this  paper  was  presented  at  Delaware  State  College  on  1 lecemher 
2, 1986,  as  the  closing  lecture  in  a series,  “The  Ethics  of  Biomedical  Research," 
which  was  funded  by  the  GTE  Foundation. 


Paul  T.  Durban,  Ph.D. 


to  be  exclusively  a field  for  philosophers.  In  the 
aftermath  of  World  War  II  with  the  memory  of 
Nazi  atrocities  in  human  experimentation 
fresh  in.  their  minds,  a number  of  physicians 
became  increasingly  concerned  that  experi- 
ments in  this  country  were  being  conducted  in 
an  unethical  fashion.  This  concern,  which 
became  widespread  in  the  1960s,  can  clearly  be 
seen  in  a special  issue  of  Daedalus,  “Ethical 
Aspects  of  Experimentation  with  Human 
Subjects”  (Spring  1969). 

The  concern  was  best  expressed  at  the  time 
by  Henry  K.  Beecher,  M.D.: 

Evidence  is  at  hand  that  many  of  the 
patients  in  the  [22]  examples  to  follow  never 
had  the  risk  satisfactorily  explained  to 
them,  and  it  seems  obvious  that  further 
hundreds  have  not  known  that  they  were 
the  subject  of  experiments  although  grave 
consequences  have  been  suffered  as  a direct 
result  of  experiments  described  here.' 

What  Beecher  wanted  was  not  speculation 
about  these  cases;  he  wanted  changes  in  the 
practices  of  experimenters.  He  wanted  the 
problems  solved. 

About  this  same  time,  philosophers  also 
became  concerned-the  best  examples  are 
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Daniel  Callahan  of  the  Hastings  Center  in 
New  York  and  LeRoy  Walters  of  the  Kennedy 
Institute  in  Washington*--but  it  seems  obvious 
that  their  efforts  were  welcomed  principally 
because  the  concerned  physicians  believed 
that  philosophers  could  help  solve  their 
problems.  These  now  included  not  only  human 
experimentation,  but  increasing  problems  of 
allocating  expensive  new  biomedical  technol- 
ogies, as  well  as  knowing  when  and  how  to  use 
them  in  an  ethical  manner.  Later,  nurses  and 
other  health  care  providers  also  turned  to  the 
philosophers  (and  religious  ethicists)  for  help. 
What  seems  clear  to  me  is  that  the  health  care 
providers  often  did  not  get  what  they  wanted: 
namely,  solutions  to  their  urgent  problems. 

MIXED  RESULTS  OF  THE  BIOETHICS 
REVOLUTION 

In  my  opinion,  the  best  results  of  the 
bioethics  revolution  are  to  be  found  in  the 
reports  published  by  the  National  Commission 
for  the  Protection  of  Human  Subjects  of 
Biomedical  and  Behavioral  Research  (1975- 
1978)  and  its  successor,  the  President’s 
Commission  for  the  Study  of  Ethical  Problems 
in  Medicine  and  Biomedical  and  Behavioral 
Research  (1981-1983).  “ These  were  collabor- 
ative ventures  involving  physicians,  research- 
ers, and  bioethicists,  and  two  of  the  latter  (Tom 
L.  Beauchamp  and  James  F.  Childress,  a 
philosopher  and  a religious  ethicist,  respec- 
tively) have  put  together  an  excellent  text- 
book,3  that  reflects  many  of  the  deliberations 
of  the  two  commissions. 

In  their  textbook,  Beauchamp  and  Childress 
propose  four  types  of  ethical  theory  that  they 
think  might  be  helpful  in  solving  ethical 
problems  in  health  care  and  biomedical 
research:  utilitarian  and  deontological  (or 
duty)  theories  and  approaches  based  on  ideals 
and  virtues.  (In  another  book.  Philosophical 
Ethics, Beauchamp  gives  a slightly  different 
five-item  list.  He  is  explicit  about  linking 
virtue  ethics  to  the  Aristotelian  and  natural 

*Callahan  is  best  known  for  the  center  he 
established  and  for  its  principal  publication, 
Hastings  Center  Report.  Walters  edits  The 
Bibliography  of  Bioethics,  an  ongoing  refer- 
ence work  begun  in  1975,  and  now  up  to  at  least 
Volume  11. 
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law  traditions;  with  respect  to  theories  of 
justice,  he  lists  not  only  John  Rawls’  social-contract 
version  of  duty  ethics,  but  also  the  latter’s 
rights-based  and  Marxist  opponents;  and  of 
course  he  also  lists  his  favored  view,  utili- 
tarianism.) Beauchamp  and  Childress 
think  the  best  and  most  applicable  of  the 
available  ethical  theories  are  utilitarian  and 
duty  theory-and  they  even  think  the  answers 
the  two  theories  propose  can  coincide:  “Utili- 
tarians and  deontologists  who  accept  a concep- 
tion of  the  moral  life  as  rule-governed  can  and 
sometimes  do  develop  similar  or  even  identical 
rules’’.^  Beauchamp  and  Childress  claim  that 
is  precisely  what  happened  in  the  deliberations 
of  the  two  national  commissions. 

This  trust  in  utilitarianism  or  an  ethics  of 
duty  is  surprising,  especially  if  we  are  primar- 
ily concerned  about  solving  problems  rather 
than  philosophical  speculation.  Of  all  those 
listed  by  Beauchamp  (and  Childress),  the  one 
type  of  ethical  theory  that  includes  a detailed 
approach  to  applying  ethical  principles  is 
Aristotelian  virtue  ethics.  What  I have  in  mind 
is  one  among  the  old  “cardinal”  or  principal 
virtues  (prudence,  justice,  courage,  and  mod- 
eration of  the  appetites),  namely,  prudence. 

A PRUDENTIAL  APPROACH 

Recommending  prudence  to  biomedical 
researchers  and  health  care  practitioners  as  a 
practical  way  of  solving  ethical  problems  is 
not  going  to  do  much  good  unless  the  recom- 
mendation is  made  in  just  the  right  way.  There 
are  too  many  problems  with  the  whole  notion 
of  virtues  in  general,  and  of  prudence  in 
particular.  Following  is  a short  clarification  of 
the  approach  Aristotle  recommended,  restated 
in  modern  language. 

As  is  often  the  case  when  trying  to  clarify 
Aristotelian  ethics  for  modern  students,  it 
helps  here  to  think  in  terms  of  the  bad  habits 
or  bad  character  traits  that  prudence  or 
“practical  wisdom”  is  supposed  to  protect 
against.  According  to  Aristotle,  all  humans 
are  tempted  to  act  with  precipitation,  to  show 
lack  of  judgment,  and  to  be  either  inconstant 
(wavering  from  good  decisions  already  made) 
or  negligent  in  carrying  out  good  resolutions. 
Avoiding  precipitation  requires  following,  in 
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an  orderly  manner,  the  steps  involved  in  taking 
prudent  counsel:  learning  from  the  past,  circum- 
spection (looking  at  all  the  angles)  and  caution 
(looking  out  for  all  the  pitfalls),  anticipation  of 
future  possibilities,  judicious  comparison  of 
alternative  courses  of  action,  and  willingness 
to  listen  to  those  who  are  wiser  and  have  more 
experience  than  ourselves.  Good  judgment  is  a 
natural  gift  in  some,  but  it  is  a skill  that  can  be 
learned  by  experience.  Prudence  also  requires 
decisiveness  and  resolution  in  carrjdng  out 
good  decisions.® 

In  the  Middle  Ages  Thomas  Aquinas,  a 
follower  of  Aristotle,  claimed  that  precipita- 
tion, lack  of  sound  judgment,  indecisiveness, 
and  inconstancy  or  neglect  of  good  resolutions 
arose  especially  from  uncontrolled  sexual 
desires.  But  Aquinas  was  wise  enough  to  add 
that  imprudence  can  arise  from  any  passionate 
excess  that  blinds  us  or  keeps  us  from  being 
reasonable.  (A  good  example  would  be  health 
care  providers  who  suffer  from  alcoholism  or 
drug  dependency.)  This  suggests  another  point 
of  Aristotelian  virtue  ethics,  that  to  be  a 
person  of  good  moral  character  requires  more 
than  just  prudence;  a truly  prudent  or  wise 
person  requires  the  courage  to  face  difficulties 
in  carrying  out  ethical  decisions,  restraint  of 
pleasurable  appetites  or  postponement  of  grati- 
fication, and  justice  or  fairness  in  dealing  with 
others  (eg,  research  subjects,  other  research- 
ers or  health  practitioners,  the  public,  and 
government  officials).  In  Aquinas’  view, 
prudence  also  requires  openness  to  the  legiti- 
mate claims  of  religious  faith,  including  the 
optimism  (good  will  ultimately  triumph  over 
evil)  that  most  often  accompanies  a strong 
religious  faith,  as  well  as  a recognition  of  the 
charitable  impulses  that  most  religious  de- 
nominations encourage.® 

OBJECTIONS 

All  of  this  may  sound  like  a call  for  heroism 
in  health  care  practitioners  if  they  are  to  solve 
their  ethical  problems,  and  it  is  true  that 
Aristotelians  hold  up  as  an  ideal  the  fully 
virtuous  public  citizen-the  man  or  woman  of 
all-round  good  moral  character,  including  civic 
virtue.  But  Aristotle  at  least  thought  that  people 
of  good  character  could  be  found  in  good 
societies,  and  could  be  entrusted  with  the 
responsible  positions  in  public  life.  Most  health 
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care  practitioners  would  seem  to  fit  this  role. 
The  public  certainly  expects  them  to  be  people 
of  good  moral  character.  In  my  view,  its 
idealism  is  not  the  chief  problem  with  a virtue 
ethics  or  ethics  of  good  character. 

Mention  of  Thomas  Aquinas  and  the  so- 
called  “natural  law”  version  of  Aristotelianism 
suggests  one  of  the  problems  I do  take 
seriously.  The  claim  that  people  naturally  or 
spontaneously  know  what’s  right  and  wrong, 
and  the  much  stronger  claim  that  there  is  some 
universal  knowledge  of  human  nature  that 
grounds  norms  of  morality  have  been  the 
subject  of  philosophical  attack  for  over  200 
years  in  the  “enlightened”  West.  Furthermore, 
throughout  much  of  its  history,  Aristotelian 
virtue  ethics  has  been  associated  with  reaction- 
arily  conservative  stands  on  a number  of 
issues,  such  as  justification  of  slavery  or  of  the 
subjugation  of  women,  as  just  two  unsavory 
examples. 

A PRAGMATIC  APPROACH 

Because  of  these  objections  and  problems,  I 
prefer  to  preserve  the  best  in  the  Aristotelian 
tradition  while  blending  it  with  the  moral 
approach  of  John  Dewey  and  his  fellow 
American  Pragmatists.  At  their  hands,  pru- 
dence takes  on  an  entirely  new  dimension. 
Morality  means,  first  and  foremost,  an  attack 
on  urgent  social  problems.  In  that  sense 
Beecher  was  a moral  pragmatist  when  he  set 
out  to  reform  practices  in  human  experimen- 
tation.' The  American  Pragmatists  argued 
that  solving  urgent  social  problems  is  a matter 
of  teamwork  for  the  whole  community.  In  that 
sense,  the  philosophers  who  worked  with 
physicians  and  researchers  and  government 
officials  on  the  two  national  commissions 
would  better  be  categorized  as  moral  prag- 
matists than  as  utilitarians  or  deontologists. 

There  is  another  important  feature  of  this 
pragmatic  approach  to  moral  problems  that 
deserves  mention  because  it  is  often  over- 
looked. Dewey  and  the  Pragmatists  were 
outspoken  critics  of  reactionary  traditionalists 
who,  in  their  eyes,  blocked  efforts  to  bring 
about  needed  social  reforms.  However,  there  is 
a secondary  aspect  of  the  pragmatic  approach 
to  social  problem  solving  that  recognizes  the 
legitimacy  of  falling  back  on  traditional  rules 
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when  there  are  no  emergencies  or  pressing 
social  issues.  (Excellent  interpretations  of 
leading  American  Pragmatists  have  begun  to 
appear  recently).  William  James  called  this 
the  “conservative”  aspect  of  the  moral  philoso- 
pher’s approach  to  the  moral  life:'  until  there 
is  need  for  urgent  social  action  to  solve  an 
urgent  social  problem,  the  ethical  person  will 
pay  attention  to  the  customs  and  mores  of 
society.  Dewey  adds  a note  of  caution:  even  in 
the  normal,  everyday  cases,  one  should  not  use 
the  traditional  rules  slavishly  or  mechani- 
cally. This  is  similar  to  a warning  of  Thomas 
Aquinas  that  prudence  often  requires  breaking 
rules-and  Aquinas  says  this  virtue,  gnome 
[Summa  theologiae  II-II,  q.  51,  a.  4],  is  of  a 
higher  order  than  the  normal  good  judgment 
that  prudence  requires. 

MORE  OBJECTIONS  AND  AN  ANSWER 

When  an  Aristotelian  virtue  ethics  is  trans- 
formed in  this  pragmatic  social  ethics  fashion, 
it  is  still  open  to  objections  and  criticisms. 
Immanuel  Kant,  the  founder  of  the  tradition  of 
modern  duty  ethics,  claimed  that  prudence  is  a 
matter  of  mere  expediency,  not  morality;  and 
he  would  say  that  a pragmatic-communitarian 
transformation  of  prudence  is  still  mainly  a 
matter  of  self-seeking,  not  of  attention  to  duty 
for  duty’s  sake.  Utilitarians  have  also  objected 
to  prudence  as  the  way  to  solve  practical 
problems.^ 

I am  not  trying  to  defend  Aristotelian  virtue 
ethics  or  even  a pragmatic  transformation  of 
it,  so  I will  not  take  the  time  to  answer  these 
modern  objections  to  traditional  virtue  ethics. 
What  I am  trying  to  do  is  focus  attention  on 
the  fact  that  bioethics  has  been  called  on  from 
the  beginning  to  help  solve  problems.  What  I 
would  say  to  anyone  who  prefers  these  other 
sorts  of  ethical  theories  (eg,  Tom  Beauchamp 
and  James  Childress)  is  that  they  had  better 
tone  down  Kant’s  repudiation  of  “mere  expe- 
diency.” I think  utilitarians  should  also  be 
leery  of  the  too  often  cold  calculations  of  cost- 
benefit  analysis.  As  many  bioethicists  have 
discovered,  when  they  have  worked  on  real 
problems  alongside  physicians  and  other 
health  care  workers,  solutions  to  urgent 
problems  often  require  community  consensus- 
building as  much  as  or  more  than  philosoph- 
ical argumentation  or  cost-benefit  calcu- 
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lations.  As  an  example,  I would  suggest  the 
compromise  that  has  gradually  emerged  with 
respect  to  human  experimentation,  between 
the  need  to  protect  human  subjects  and  the 
need  for  continuing  biomedical  research.  I 
think  the  same  sort  of  social  trade-off  will  be 
the  eventual  outcome  of  the  more  recent 
controversies  over  using  animals  in  research. 

CONCLUSION 

For  someone  critical  of  bioethicists  for  not 
helping  to  solve  practical  problems,  I might  be 
accused  of  offering  no  solutions  to  any  parti- 
cular problem  or  problems  here.  For  one  thing, 

I would  never  advocate  that  a bioethicist-even 
one  as  pragmatically  oriented  as  I am-solve 
any  biomedical  moral  problem  alone;  I’d  argue 
for  teamwork,  for  bioethicists  to  view  their  role 
as  helping  others  solve  community  problems. 
But  in  another  sense  I think  I can  turn  aside 
the  thrust  of  the  challenge.  I think  it  could  turn 
into  a social  problem  of  a different  sort  if  the 
great  promise  of  bioethics  was  wasted.  There 
are  still  urgent  problems  in  the  biomedical 
research  and  health  care  fields-indeed,  new 
problems  arise  every  day  with  new  tech- 
nologies, including  the  problems  of  whether  to 
use  them  at  all  and  if  so  how-and  it  would  be  a 
scandal  if  bioethicists,  philosophers  or 
religious  ethicists,  did  nothing  (or  did  much 
too  little)  to  help  solve  these  problems.  So  my 
plea,  in  the  end,  is  largely  to  my  fellow 
bioethicists:  be  clear  about  your  principles,  as 
you  must,  but  also  find  a way  to  use  them  to 
help  solve  real-life  problems.  But  I’d  also  make 
a plea  to  physicians  and  other  health  care 
practitioners  and  researchers:  don’t  let 
philosophers  and  religious  ethicists  pre-empt 
the  field;  the  urgent  problems  are  yours,  and 
you  need  to  solve  them  along  with  bioethicists 
and  other  community  leaders. 
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Writing  in  the  Journal  of  the  American 
Academy  of  Arts  and  Sciences,  Walsh  McDer- 
mott commented  on  medical  education  in  the 
1930s; 

If  [in  a patient  with  pneumonia]  the 
sputum  typing  revealed  pneumococcus 
type  I or  type  II,  the  patient  would 
receive  horse  rabbit  antiserum  intraven- 
ously, every  two  hours  around  the 
clock.  . .The  typing  process  had  to  be 
performed  by  the  intern  on  patients 
admitted  “out  of  hours”  (after  5 p.m.). 

If  the  identification  was  type  I or  type 
II,  it  meant  that  the  intern  would  have 
to  stay  up  for  the  rest  of  the  night 
administering  the  serum  intraven- 
ously every  two  hours.  By  contrast,  if 
of  any  other  type,  the  intern  could  go  to 
bed.  Thus,  the  young  physician  would 
find  himself,  perhaps  for  the  first  time, 
facing  a serious  techno-ethical 
problem. 

Churning  around  in  the  same  physi- 
cian would  be  the  human  and  profes- 
sional instincts  to  hope  that  the 
critically  ill  patient  had  a pneumonia 
of  a type  that  would  be  treatable;  yet  if 
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that  hope  were  realized,  it  meant  an 
all-night  bi-hourly  assignment  for 
someone  with  awful  fatigue  of  having 
been  working  steadily  and  hard  since 
early  the  morning  before.^ 

The  question  of  ethical  dilemmas  in  the 
provision  or  withholding  of  medical  care  is  not 
a new  one.  Indeed,  it  goes  back  much  before  the 
1930s,  to  the  basis  of  medicine  itself,  and  the 
physician’s  self-imposed  tenet  of  “first  do  no 
harm.” 

Yet  in  other  areas,  and  when  judged  by 
contemporary  mores,  ethical  standards  not 
only  were  not  practiced,  but  perhaps  not  even 
recognized: 

The  tradition  of  clinical  investigation 
was  young  and  there  was  not  much 
thought  given  to  the  propriety  of 
carrying  out  tests  on  charity  patients. 

We  didn’t  explain  to  them  why  we 
wished  to  conduct  a certain  kind  of  test 
. . .the  patients  were  not  asked  if  they 
would  give  permission,  and  it  was  not 
explained  to  them.' 

By  contrast,  by  1973  the  American  Hospital 
Association  felt  compelled  to  adopt  and  pro- 
mulgate (and  thereby  establish  as  a standard 
of  hospital  operation  despite  protestations  that 
such  was  not  the  intention),  a Patient’s  Bill  of 
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Rights,  which  states  among  other  things,  that 
the  patient  has  the  right  to  obtain  from  his 
physician  complete  current  information  con- 
cerning his  diagnosis,  treatment,  and  prog- 
nosis in  terms  the  patient  can  be  reasonably 
expected  to  understand;  and  the  right  to  receive 
from  his  physician  information  necessary  to 
give  informed  consent  prior  to  the  start  of  any 
procedure  and/or  treatment;  and  the  most 
telling,  given  McDermott’s  example,  the  right 
to  be  advised  if  the  hospital  proposed  to  engage 
in  or  perform  human  experimentation  affect- 
ing the  patient’s  care  or  treatment,  and  the 
patient’s  right  to  refuse  to  participate/ 

A marked  change  had  occurred  in  the  40 
years  from  the  early  ’30s  to  the  early  ’70s. 
What  precipitated  such  change  might  well  be 
the  subject  for  scholarly  discourse.  Suffice  it 
here  to  acknowledge  that  also  in  the  early  ’30s, 
the  political  agenda  was  experiencing  the 
socialization  (some  might  suggest  socialism) 
of  the  New  Deal,  through  such  public  programs 
as  Social  Security,  job  rights,  and  the  like. 

Further,  with  the  wage  controls  enacted 
around  World  War  II,  which  virtually  forced 
employees  to  purchase  health  care  rather  than 
receive  more  income,  the  paying  customer 
soon  had  a better  chance  of  expressing  his 
wants,  including  the  recognition  of  his  rights, 
and  having  them  heard. 

The  literature  suggests  that  there  has  been 
hospital-based  organized  consideration  of  ethi- 
cal questions  surrounding  patient  care  for  a 
considerable  time,  more  frequently  in  those 
institutions  which  are  church-related  or 
-owned.  In  these,  it  was  an  integral  part  of 
operation.  Perhaps,  the  first  organized  process 
for  consideration  of  ethical  issues  generated 
external  to  the  hospital  came  in  1966,  when  the 
Surgeon  General  issued  an  order  requiring 
institutional  review  to  assure  ethical  accepta- 
bility of  research  with  human  subjects  sup- 
ported by  the  Public  Health  Service.'^ 

The  obvious  shortcoming  of  entrusting  the 
triggering  of  the  review  process  to  one  who  had 
most  to  gain  from  the  project’s  conduct  was 
addressed  in  1971,  in  Institutional  Guide  to 
DHEW  Policy  of  Protection  of  Human  Sub- 
jects, then  in  1974  with  regulations  which 
changed  the  earlier  grant  regulations  to  make 
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them  applicable  to  all  research  conducted  or 
supported  by  HEW.  Concurrently,  the  National 
Research  Act  of  1974  required  that  research 
institutions  have  Institutional  Review  Boards 
(IRBs).^  Subsequent  regulations  spelled  out 
the  composition  of  such  boards  (at  least  five 
persons,  not  all  of  the  same  gender,  and  not 
from  the  same  profession).  To  obtain  federal 
research  funding,  the  institution  was  required 
to  assure  HEW  not  only  that  the  IRB  existed, 
but  how  it  functioned. 

Cranford  and  Dondera  stated  that  the  idea 
of  an  ethics  committee  is  a relatively  new  concept, 
“in  large  part  stemming  from  the  1976  decision 
of  the  New  Jersey  Supreme  Court  in  the  case  of 
Karen  Ann  Quinlan.”^  The  Court  stated  that 
if  the  hospital  ethics  committee  agreed  “that 
there  is  no  reasonable  possibility  of  Karen’s 
ever  emerging  from  her  present  comatose 
condition  to  a cognitive  patient  state,”  the 
request  of  the  parents,  guardians,  and  attend- 
ing physicians  to  remove  life  sustaining  treat- 
ment could  be  acted  upon  without  fear  of  civil 
or  criminal  liability.^  There  are  those,  however, 
who  would  argue  that  the  court-suggested 
“ethics  committee,”  the  composition  of  which 
was  entirely  physician,  and  the  function  of 
which  was  to  confirm  the  attending’s  prog- 
nosis, was  in  fact  exercising  a medical  or 
clinical  function  rather  than  providing  an 
ethical  review. 

The  concept  of  the  ethics  committee  and  its 
function  in  the  hospital  gained  its  first  promi- 
nent notice  beyond  academia  in  the  1983 
report  of  the  President’s  Commission  for  the 
Study  of  Ethical  Problems  in  Medicine  and 
Biomedical  and  Behavioral  Research.  The 
context  in  which  the  Commission  considered 
this  concept  was  defined  by  the  particular 
report’s  title:  Deciding  to  Forego  Life  Sus- 
taining Treatment.  The  Commission  saw  the 
ethics  committee  as  a mechanism  by  which 
institutions  could  promote  effective  decision- 
making. Ethics  committees  could:  review  the 
case  to  confirm  the  responsible  physician’s 
diagnosis  and  prognosis  of  a patient’s  medical 
condition;  provide  a forum  for  discussing 
broader  social  and  ethical  concerns  raised  by  a 
particular  case;  play  an  educational  role  by 
teaching  staff  members  how  to  identify,  frame, 
and  resolve  ethical  problems;  be  a means  for 
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formulating  policy  and  guidelines  regarding 
such  decisions;  and  review  decisions  made  by 
others  (such  as  physicians  and  surrogates) 
about  the  treatment  of  specific  patients;  or 
make  such  decisions  themselves.^ 

In  my  view,  the  first  and  last  of  the  functions 
listed  above  have  strong  contraindications. 
The  first,  of  course,  is  a medical  or  clinical 
function  akin  to  the  committee  charge  given 
by  the  New  Jersey  Court.  It  trespasses  on  the 
legitimate  and  ordained  function  of  the 
organized  medical  staff  and  its  ongoing  re- 
sponsibilities, and  those  of  the  chairmen  of  the 
clinical  departments.  The  latter,  in  suggesting 
that  the  committee  make  decisions  about  the 
treatment  of  patients  has  implications  limited 
only  by  one’s  willingness  to  consider  the  conse- 
quences. Suffice  it  to  say  that  medicine  was  not 
designed  to  be  practiced  by  a committee. 

Concurrent  with  the  President’s  Commis- 
sion report  in  March  of  1983,  was  the  case  of 
Baby  Doe,  the  Bloomington,  Indiana  Down’s 
syndrome  infant,  and  the  ensuing  federal 
regulatory  response  flared  white-hot  in  the 
health  care  field.  Most  will  recall  the  federal 
flying  squads  dispatched  to  investigate  allega- 
tions of  willful  neglect  of  impaired  infants;  and 
the  signage  required  of  hospitals,  even  going 
so  far  as  encouraging  telephone  reports  of 
suspected  cases  (accuracy  of  the  process  may 
have  been  demonstrated  by  a report  of  an 
infant  in  a Children’s  Hospital  being  denied 
hydration-in  fact,  the  patient  was  a 12-year- 
old,  N.P.O.  for  a radiology  procedure). 

Baby  Doe  generated  a series  of  issues, 
political  and  legal.  But  of  particular  interest 
was  the  successive  moderations  of  the  govern- 
ment’s positions:  from  a federal  investigatory 
force,  to  the  state  child  protective  agencies 
assuming  responsibility  for  the  care  of  handi- 
capped infants,  and  finally  to  the  legislative 
directive  to  the  Secretary  of  Health  and  Human 
Services  to  publish  guidelines  encouraging  the 
establishment  within  health  care  facilities  of 
ethics  committees.  These  committees  would 
educate  hospital  personnel  and  families  of 
disabled  infants  with  life-threatening  condi- 
tions. Consensus  was  thus  developed  that  such 
difficult,  technology-inspired  ethical  dilemmas 
would  respond  better  to  reason  and  thoughtful 
discussion  by  informed  persons  than  to  dogma. 
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In  January  1985,  the  American  Hospital 
Association’s  Special  Committee  on  Bio- 
medical Ethics  issued  its  report.  Values  in 
Conflict:  Resolving  Ethical  Issues  in  Hospital 
Caref"  The  committee’s  membership  and  sup- 
port included  physicians,  nurses,  clergy, 
ethicists,  attorneys,  hospital  trustees,  and 
administrators.  The  report  states: 

In  the  past  decade,  the  ethical  impli- 
cations of  health  care  treatment  and 
delivery  have  raised  difficult  and  im- 
portant questions  for  health  care  insti- 
tutions. 

The  complexity  and  number  of  ethi- 
cal dilemmas  have  grown  substantially 
because  of  the  increasing  sophistica- 
tion of  medical  science  and  technology, 
concern  about  practical  limits  on 
financial  resources  for  health  care, 
changes  in  society,  and  growing  em- 
phasis on  the  autonomy  of  the 
individual. 

This  report  also  sets  the  institution’s  basic 
responsibility: 

Hospitals  must  develop,  implement, 
and  support  institutional  policies  that 
acknowledge  and  address  major  ethical 
issues  in  providing  patient  care.  These 
policies  should  be  consistent  with  the 
institution’s  mission  and  provide  the 
basis  for  resolving  conflicts  and  ques- 
tions regarding  differing  values.  They 
should  be  sensitive  to  community 
standards  regarding  treatment  modal- 
ities and  attitudes  and  customs  related 
to  illness  and  death.® 

The  application  of  ethical  standards  to  hospital 
operations  is  no  recent  innovation.  The  govern- 
ing body  traditionally  is  charged  with  the 
ultimate  responsibility  for  the  appropriateness 
of  care.  Has  it  not  always  been  presumed  that^ 
“appropriate”  extends  beyond  the  scientific,  to 
provision  of  care,  and  an  outcome  which  is 
consistent  with  societal  values,  as  interpreted 
by  the  hospital’s  policy-making  process? 

Ethical  standards  common  to  all  hospitals 
result  in  credentialing  of  physicians,  tissue 
and  transfusion  committees,  prohibition  of 
ghost  surgery  and  fee  splitting,  and  even 
investigation  and  bonding  of  the  hospital’s 
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accountants.  All  of  these  measures  were 
designed  to  secure  an  ethical  environment  in 
which  patient  and  community  may  have 
confidence. 

The  Special  Biomedical  Ethics  Committee 
sees  the  hospital’s  charge  as  determining  that 
which  is  ethical,  communicating  it  through 
educational  processes,  providing  mechanisms 
to  assist  individuals  to  work  through  chal- 
lenging dilemmas,  and  monitoring  the 
hospital’s  biomedical  ethical  environment  and 
the  continued  relevance  of  its  policies.  It 
proposes  but  does  not  insist  upon  ethics 
committees  in  all  hospitals,  noting  that 
neither  statutory  nor  common  law  requires  it. 
Such  committees,  it  states,  “hold  great  poten- 
tial for  providing  education  and  guidance 
[and]  a forum  within  the  hospital  to  bring 
together  different  views  and  for  mediating  the 
frustrations  expressed  by  all  concerned,  ie, 
patients,  families,  physicians,  and  other 
hospital  staff  members  when  dealing  with 
difficult  ethical  problems.”® 

The  committee  can  propose  for  adoption 
hospital  policy  on  biomedical  issues,  structure 
educational  programs,  seek  consensus  on  the 
questions  surrounding  pressure  to  contain 
health  care  costs  and  resulting  allocation  of 
resources.  For  example,  does  the  early  dis- 
charge of  a fixed-payment  patient  have  an 
ethical  component  to  it,  as  well  as  an  economic 
one?  If  50%  of  a hospital’s  patients  are  so 
resurced,  what  should  be  the  hospital’s 
posture? 

Perhaps  the  most  important  function  the 
committee  may  serve  is  that  of  a review  and 
consultative  body  to  the  decision-makers- 
patient,  family,  nurse,  physician-in  a patient’s 
care.  Through  supportive  listening,  question- 
ing, and  postulation,  the  committee  can  allow 
each  to  review  and  redefine  his  own  values  in 
light  of  the  patient’s  best  interests.  But  the 
committee  must  never  decide,  for  in  so  doing  it 
will  presume  the  rights  and  responsibilities  of 
others  and  destroy  its  future  worth. 

The  special  committee’s  report  deserves  the 
thoughtful  consideration  of  all  confronted  by 
the  seeming  collision  of  technology  and  human 
values  in  today’s  health  care  environment. 
And  tomorrow’s  will  be  even  more  challenging. 
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In  their  book.  The  Painful  Prescription: 
Rationing  Hospital  Care,  Aaron  and  Schwartz 
state  the  problem:  “The  good  news  is  that 
modern  medicine  can  work  miracles.  The  bad 
news  is  that  it  is  very  expensive  and  that  many 
health  expenditures  do  not  seem  to  yield 
benefits  worth  their  cost.”"  In  a particular 
hospital,  at  a particular  bedside,  how  are 
“benefits”  to  be  defined?  By  whose  set  of 
values?  And  in  whose  interests?  And  what  of 
the  impact  on  those  who  participate  in  the 
decision  or  are  affected  by  it?  A biomedical 
ethics  committee,  if  seen  only  as  yet  another 
addition  to  the  hospital’s  bureaucratic  process, 
may  have  little  to  recommend  it.  But  if  seen  as 
providing  a process  by  which  individuals  and 
institutions  may  identify,  articulate,  define, 
and  interpret  values  in  common,  it  may  be  an 
instrument  of  inner  peace  in  situations  of  great 
stress. 
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PROBLEMS  RELATED  TO  PERSONAL  AUTONOMY 
AND  INFORMED  CONSENT 


William  B.  Weil,  Jr.,  M.D. 


INTRODUCTION 

Personal  autonomy  is  a form  of  personal 
liberty  of  action  in  which  the  individual  deter- 
mines his  or  her  own  course  in  accordance 
with  a plan  he  or  she  has  chosen.  As  a general 
concept  it  is  based  on  both  the  constitutional 
right  of  privacy  and  the  common  law  right  of 
control  over  one’s  own  body. 

Personal  autonomy  in  the  medical  context  is 
a relatively  recently  recognized  characteristic 
of  the  patient/medical  professional  relation- 
ship. In  the  medical  field,  personal  autonomy 
of  a competent  adult  patient  requires  his  or  her 
knowledge  of  the  medical/surgical  options 
available  and  the  risks  and  benefits  of  each.  It 
requires  that  the  information  given  to  the 
patient  is  accurate,  current,  complete,  and 
comprehensible.  It  requires  that  the  patient  be 
able  to  process  the  information  and  make  a 
decision  about  which  option  to  follow.  This 
process  is  concluded  by  the  patient  providing 
an  informed  consent  to  whatever  course  of 
action  he  or  she  has  chosen. 

While  this  concept  of  personal  autonomy  is 
endorsed  by  many  philosophers,  physicians, 
and  patients,  current  medical  practice  is  still 
characterized  by  a high  degree  of  professional 
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paternalism,  the  antithesis  of  patient  auton- 
omy. The  limitations  on  the  expression  of 
autonomy  are  internal  and  external.  Among 
the  internal  limitations  are  the  patient’s  sense 
of  dependency  and  need  to  cooperate  with 
people  whose  help  he  or  she  has  sought. 
External  factors  include  the  professional’s 
long  training  and  belief  in  medical  pater- 
nalism, the  frequency,  variability,  and  com- 
plexity of  needed  medical  decisions,  and  the 
difficulty  and  time  required  to  provide  a 
patient  with  all  the  information  he  or  she 
requires  to  generate  a truly  informed  consent. 

As  complex  as  the  issues  are  for  providing 
autonomy  to  competent  adult  patients,  they 
are  still  more  confusing  for  the  incompetent 
person,  child  or  adult.  Yet  there  is  little  to  be 
gained  in  considering  the  issue  of  the  child  or 
incompetent  adult  until  there  is  an  acceptance 
of  autonomy  as  a desirable  quality  for  the 
competent  adult.  For  the  incompetent  person, 
the  additional  issues  that  require  resolution 
are:  Does  the  incompetent  individual  have  the 
same  rights  as  the  competent?  How  are 
decisions  to  be  made  for  incompetent  persons? 
Who  has  the  right  to  make  such  decisions? 
And  what  checks  and  balances  are  necessary 
to  insure  the  interests  of  the  incompetent 
person?  These  concerns  are  paramount  when 
decisions  are  made  by  other  individuals. 
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During  the  past  few  decades,  there  has  been 
growing  recognition  that  the  competent  individ- 
ual has  the  right  to  make  decisions  about  what 
medical  treatment  he  or  she  will  or  will  not 
undergo  in  specific  circumstances. ^ 
Patient  autonomy  is  a term  used  to  label  this 
concept  of  personal  choice,  and  informed 
consent  is  the  process  by  which  such  autonomy 
is  expressed.^  This  paper  examines  some  of 
the  issues  raised  by  the  concept  of  autonomy 
and  the  process  of  informed  consent. 

DEFINITION  OF  PATIENT  AUTONOMY 

Personal  autonomy  is  a form  of  personal 
liberty  in  which  the  individual  determines  his 
or  her  own  course  of  action  in  accordance  with 
a plan  chosen  by  himself  or  herself.  It  is  based 
on  a constitutionally  derived  right  of  privacy 
and  a common  law  right  of  control  over  one’s 
own  body.  It  is  characterized  by  independence, 
self-reliance  and  the  self-contained  ability  to 
decide.  It  is  dependent  upon  a combination  of 
internal  factors,  or  actions  by  one’s  self  and 
external  factors  or  actions  by  others.^ 

AUTONOMY  VS.  PATERNALISM 

Contrasting  with  personal  autonomy  is 
paternalism,  where  one  person,  acting  as  if  he 
or  she  has  the  knowledge  and  authority  of  a 
parent,  makes  decisions  for  another.  Such 
decisions  are  presumably  based  on  greater 
knowledge  and  experience  than  that  of  the 
person  directly  affected.  The  decisions  made 
by  the  authoritarian  person  are  perceived  to  be 
in  the  interests  of  the  affected  person,  only  as 
interpreted  by  someone  other  than  the  person 
himself  or  herself.'’ 

Personal  autonomy  and  paternalism  tend  to 
be  antithetical  concepts:  one  increases,  the 
other  decreases.  The  person  who  is  able  to 
exhibit  a high  degree  of  personal  autonomy 
and  demonstrates  this  by  an  informed  consent 
based  on  an  intelligent  analysis  of  risks  and 
benefits  and  sound  decision  making  processes 
makes  little  paternalism  possible.  Alterna- 
tively, if  the  consent  is  actually  only  an 
agreement  to  undergo  a proposed  procedure 
without  knowledge  of  risks,  benefits  or  alterna- 
tives, considerable  paternalism  may  exist  and 
little  personal  autonomy  may  be 
demonstrated. 
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DEVELOPMENT  OF  AUTONOMY 

In  the  general  use  of  the  term,  personal 
autonomy  of  the  competent  adult  does  not 
become  manifest  at  some  specific  age.  Rather, 
it  is  a behavior  which  gradually  emerges  as 
one  matures.  The  early  absence  of  autonomy 
and  its  gradual  increase  is  mirrored  by  total 
paternalism,  or  parentalism,  early  in  life  and  a 
gradual  decrease  in  paternalism  as  autonomy 
increases.  As  one  matures,  autonomy  displaces 
paternalism. 

This  relationship  is  diagrammed  in  Figure 
1.'’  When  a child  is  three  years  old,  decision 
making  is  at  A:  the  parent  makes  the  decision 
because  the  child  is  able  to  exercise  little 
autonomy.  Paternalism  at  this  age  is  both 
appropriate  and  necessary.  Around  adolescence 
the  balance  between  paternalism  and  personal 
autonomy  is  at  B:  some  form  of  equivalence  or 
joint  decision  making  by  the  parent  and  the 
adolescent  occurs.  This  is  a common  time  for 


FIGURE  I 


Figure  1 

Reciprocal  relationship  between  paternalism 
(parentalism)  and  personal  autonomy  in  the 
maturing  person.  As  the  individual  gains  the 
capacity  for,  and  practice  in,  the  exercise  of 
personal  autonomy,  the  expression  of  auton- 
omy increases  and  the  extent  of  paternalism 
decreases. 
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conflict  to  arise.  The  adolescent  may  believe 
his  or  her  autonomy  should  be  more  dominant 
and  the  parents  may  continue  to  exert  their 
paternalism  in  decisions.  The  reverse  can  also 
occur  when  the  adolescent  does  not  wish  to 
exercise  autonomy  and  the  parent  may  be  in 
the  position  of  exercising  more  paternalism 
than  he  or  she  desires.  Once  the  child  is  an 
adult,  the  relationship  moves  to  C:  the  parent 
has  little  input  into  decisions  and  the  offspring 
make  most  decisions  for  themselves. 

In  the  medical  context,  the  interest  of  compe- 
tent adults  in,  and  their  claim  to,  some  degree 
of  personal  autonomy  has  been  tacitly  recog- 
nized by  obtaining  consent  for  any  major 
procedure  or  treatment.  However,  it  is  apparent 
that  personal  autonomy  on  the  part  of  the 
patient  is  generally  limited,  and  paternalism 
by  the  physician  is  relatively  marked.^ 
Physicians  are  not  alone  in  practicing  pater- 
nalism in  working  with  patients.  Nurses,  social 
workers,  and  mental  health  workers  may  all 
be  paternalistic.  Each  of  these  professionals 
usually  has  his  or  her  own  view  of  what  is  best 
for  the  patient;  such  views  are  often  related  to 
the  profession  or  guild  to  which  they  belong. 

The  usual  behavior  has  been  for  the  health 
care  provider  to  consider  the  diagnostic  or 
therapeutic  options  available,  weigh  their 
relative  merits  and  disadvantages  and  then, 
based  on  individual,  or  collective,  wisdom  and 
experience,  determine  what  would  be  in  the 
best  interests  of  the  patient.  At  this  point  he  or 
she  recommends  the  decision  to  the  patient 
with  varying  degrees  of  elaboration  and 
exhortation,  based  on  his  or  her  own  assess- 
ment of  the  person’s  ability  to  comprehend  the 
information.  Then  the  patient  is  asked  for  his 
or  her  consent  to  the  proposal  that  has  been 
made.  Rarely  does  the  patient  ask  for  addi- 
tional information  on  the  risks  or  benefits. 
Even  more  rarely  does  the  patient  seek  to  learn 
about  alternative  diagnostic  or  treatment 
approaches.  The  patient  trusts  the  physician 
or  other  provider,  and  recognizes  the  education 
and  experience  that  placed  the  physician  in 
his  or  her  present  role. 

Overall,  this  has  been  a reasonable  proce- 
dure that  has  served  society  well.  However,  as 
part  of  a general  social  process,  there  has  been 
a growing  enthusiasm  for  an  increased  role  by 
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the  patient  in  the  exercise  of  personal  auton- 
omy in  the  decision  making  activity,  and 
enthusiasm  supported  by  ethical  consider- 
ations concerning  the  nature  of  informed 
consent.  Medical  professionals  are  obligated, 
for  both  ethical  and  social  reasons,  to  recognize 
increased  personal  autonomy  for  patients. 

The  most  straightforward  situation  involves 
the  exercise  of  personal  autonomy  by  the 
competent  adult,  since  the  patient  himself  or 
herself  is  the  only  individual  whose  autonomy 
is  involved  and  whose  informed  consent  needs 
to  be  obtained.  When  the  patient  is  not  a 
competent  adult,  there  are  more  people  in- 
volved in  the  decision  making  process  and 
their  relative  authority  raises  additional 
ethical  considerations. 

The  degree  of  personal  autonomy  which  the 
competent  adult  can  exercise  will  depend  on 
how  far  professionals  are  willing  to  go  with  the 
process  of  informed  consent.  If  they  proceed 
in  the  common  fashion  and  allow  the  patient 
only  one  option  to  choose  or  reject,  they  provide 
a limited  opportunity  for  the  patient  to 
establish  his  or  her  autonomy,  and  they 
exercise  considerable  paternalism  in  the  selec- 
tion of  the  option  presented  to  the  patient. 

Using  a diagram  similar  to  the  previous 
figure.  Figure  2®  illustrates  an  historical  view 
of  the  situation.  The  health  professions  are 
currently  moving  from  the  position  labeled 
“Past”  to  the  less  paternalistic  position  labeled 
“Present,”  providing  the  patient  more  auton- 
omy. The  difference  between  this  situation 
and  that  of  the  child  in  the  first  figure  is  that 
the  young  child  does  not  have  the  capacity  to 
be  autonomous,  and  the  compensating  degree 
of  paternalism  is  necessary  - the  problem  is 
internal  to  the  individual.  In  the  medical 
setting  the  patient  has  the  capability  of  being 
more  autonomous,  only  the  professionals  have 
not  provided  an  opportunity  for  that  autonomy 
to  be  expressed  - the  problem  is  thus  external 
to  the  individual. 

What  will  be  involved  if  the  professions  are 
to  move  toward  the  position  marked  “Future?” 
At  C,  the  patient  will  become  involved  in  the 
consideration  of  options  at  a very  early  point 
in  time.  The  problems  will  then  be  both 
external  and  internal. 
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FIGURE  2 


Figure  2 

Reciprocal  relationship  between  paternalism 
(medical)  and  personal  autonomy  in  an  his- 
torical context.  As  medical  practice  has  (or  is) 
moving  from  requesting  informed  consent 
for  a physician  recommended  procedure  to 
involving  the  patient  in  the  consideration  of 
various  options,  their  risks,  benefits  and 
probably  outcomes,  the  expression  of  per- 
sonal autonomy  increases  and  the  extent  of 
medical  paternalism  is  decreased. 


Many  physicians  and  patients  are  comfor- 
table with  the  current  paternalistic  style  and 
they  both  may  find  it  difficult  to  accept  the 
concept  of  increased  personal  autonomy  by  the 
patient.  Some  patients  may  wish  to  exercise 
autonomy  by  deferring  to  the  physician’s 
judgment.  Such  a decision  may  be  a reasonable 
and  autonomous  one  if  the  patient  appreciates 
that  he  or  she  has  the  option,  directly 
expressed  by  the  physician,  to  be  more  fully 
informed,  and  to  participate  in  any  decision 
whenever  he  or  she  wishes.® 

If  a competent  adult  has  personal  autonomy 
and  the  prerogative  of  informed  consent  to 
either  undertake  various  procedures  or  not,  it 
is  important  to  know  if  that  autonomy  is 
absolute  or  limited.  The  degree  of  autonomy 
the  competent  adult  is  able  to  utilize  may  be 
enhanced  or  restricted  in  two  ways:  by  external 
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factors,  that  is,  the  action  of  others,  and  by 
internal  factors,  or  personal  actions. 

REQUIREMENTS  FOR  AUTONOMY 

The  internal  or  personal  factors  that  are 
required  for  patient  autonomy  are:  the  ability 
to  understand  the  alternatives  and  their 
respective  risks  and  benefits;  and,  the  ability 
to  make  a choice  between  alternatives.  The 
ability  to  comprehend  data  regarding  alterna- 
tives will  rarely  be  as  great  as  that  of  the 
person  presenting  the  data.  Nevertheless,  even 
with  only  a fairly  rudimentary  understanding, 
it  is  usually  possible  for  most  patients  to 
ascribe  their  own  values  to  the  possible 
outcomes.  This  process  of  value  setting  is  the 
essence  of  autonomy,  for  it  is  the  differences  in 
values  which  distinguish  one  individual’s 
choice  from  another’s.  The  physician,  for 
example,  might  select  a form  of  therapy  which 
is  likely  to  yield  the  greatest  life  expectancy. 
While  some  patients  may  value  length  of  life  as 
does  the  physician,  other  patients  may  con- 
sider the  quality  of  that  life  to  be  much  more 
important.  Thus,  although  some  degree  of 
comprehension  of  the  information  needed  to 
make  a choice  is  necessary,  value  judgments, 
which  are  the  essential  ingredient  of  auto- 
nomy, are  often  possible  when  comprehension 
may  be  limited. 

The  other  internal  factor  required  for 
autonomy  is  the  ability  to  choose  an  alterna- 
tive course  of  action.  It  is  possible  for  an 
individual  to  understand  the  options,  to  be 
able  to  assign  personal  values  to  these  options, 
and  still  not  be  able  to  decide  which  option  to 
adopt.  Such  indecisiveness  can  arise  because 
of  conflicting  values  (eg,  is  the  quality  of  life 
likely  to  be  sufficiently  poor  as  to  forego  the 
likely  increased  duration  offered  by  one  option 
versus  the  possible  better  quality  for  the 
shorter  life  expectancy).  Alternatively,  the 
ability  to  decide  may  depend  on  the  emotional 
state  of  the  patient.  Depression,  anxiety,  or 
fear  are  emotional  factors  which  may  make 
almost  any  kind  of  decision  making  a nearly 
impossible  task.^* 

The  external  requirements  for  a patient  to  be 
autonomous  are  that  the  patient  be  provided, 
as  completely  as  possible,  with  a description  of 
the  problem  or  diagnosis  that  he  or  she  is 
facing,  with  the  procedural  options  that  are 
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technically  feasible,  and  with  the  risks  and 
benefits  of  each  option.  In  addition,  this  infor- 
mation needs  to  be  imparted  in  a manner 
comprehensible  to  the  patient  and  in  as  much 
detail  as  the  patient  appears  to  desire.  Finally, 
the  patient  is  entitled  to  the  physician’s  own 
views  on  these  options.^*’  0 In  making  known 
what  his  or  her  views  are,  it  is  incumbent  upon 
the  physician  to  make  explicit  the  value  system 
that  he  or  she  is  using  to  determine  these 
views. 

In  addition  to  being  given  complete  infor- 
mation, the  patient  also  requires  the  oppor- 
tunity to  be  able  to  choose  a course  of  action 
free  of  expressed  or  unexpressed  coercion  and 
with  the  understanding  that  the  chosen  course 
will  be  supported  by  the  physician  whatever 
that  choice  may  be. 

LIMITATIONS  OF  AUTONOMY: 

INTERNAL  FACTORS 

If  the  issues  just  presented  are  essential  for  a 
patient  to  be  fully  autonomous,  what  are  the 
factors  that  may  limit  that  autonomy?  By  far 
the  most  pervasive  limitation,  which  is  both 
an  internal  and  external  constraint,  is  the 
traditional  paternalism  of  medical  care.  Both 
the  patient  and  the  physician,  as  well  as 
nurses,  social  workers,  and  other  care  pro- 
viders, are  accustomed  to,  and  often  firmly 
believe  that  “the  doctor  knows  best.”  For 
generations  everyone  involved  in  the  system 
of  medical  care — consumers  and  providers — 
has  been  relatively  comfortable  with,  and 
usually  served  well  by,  this  paternalistic 
approach.  Compared  to  the  centuries  of  such 
behavior,  the  few  decades  of  limited  experience 
with  the  emergence  of  patient  autonomy  has 
yet  to  persuade  the  majority  of  participants  in 
health  care  that  the  exercises  of  autonomy  by 
patients  is  a worthwhile  endeavor.  Yet  the 
trend  toward  autonomy  seems  inevitable  and 
a phenomenon  that  will  increase  in  demand 
and  in  prevalence  in  the  years  ahead. “ 
However,  the  lack  of  good  research  in  the  field 
of  informed  consent  raises  concern  about  the 
validity  of  many  legal  pronouncements,  and 
about  the  truth  of  some  of  our  beliefs  con- 
cerning autonomy  and  consent,  even  those 
expressed  in  this  paper.^^ 

Even  in  the  presence  of  a firm  commitment 
to  autonomy  there  are  limitations  imposed  on 
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it  both  by  the  patient  and  the  patient’s  environ- 
ment. The  most  powerful  internal,  or  patient- 
generated, deterrent  is  the  dependency  as- 
sociated with  being  ill,  especially  with  an 
acute  illness.  Being  ill  interposes  the  concept  of 
wounded  humanity  between  the  patient  and  a 
realistic  view  of  his  or  her  status.  Associated 
with  the  wounded  concept  is  a sense  of  loss  of 
control  over  one’s  environment.  Factors  contrib- 
uting to  the  loss  of  control  are  the  feelings  of 
confinement  (not  accidentally  a common  term 
for  hospitalization),  anxiety,  guilt  about  being 
ill,  and  fear  of  the  unknown.  There  are  also  the 
traditional  institutional  roles  of  physician  and 
patient  with  one  as  the  doer  and  one  as  being 
done  to. 

Related  to  this  are  the  expectations  implied 
by  being  a good  patient:  a person  who  does 
what’s  told,  does  not  complain  and  does  not 
question.  Differences  in  the  social  status  of 
patient  and  physician  may  add  to  the  patient’s 
difficulty  in  maintaining  a feeling  of  control. 
Finally,  there  is  the  sense  of  obligation  which 
a patient  may  have  --  the  idea  that  since  one 
chose  to  seek  out  the  physician  for  help,  one 
has  a duty  to  follow  that  physician’s  advice 
regardless  of  one’s  own  propensities. By 
contrast,  another  impediment  to  choosing  a 
course  of  action  once  the  data  have  been 
provided  may  be  a patient’s  lack  of  trust  in  the 
health  care  system  itself  or  in  the  provider  of 
that  health  care.  If  the  patient  does  not  trust 
the  physician,  does  not  believe  the  data,  or 
does  not  share  the  concept  of  contemporary 
“scientific”  medicine,  that  patient  may  be 
unable  or  unwilling  to  decide  on  any  of  the 
options  presented  by  the  physician. 

LIMITATIONS  ON  AUTONOMY: 

EXTERNAL  FACTORS 
The  Environment 

Among  the  external  factors  limiting  auton- 
omy, there  are  those  created  by  the  medical 
environment  and  those  generated  by  the 
physician.  The  environment  of  medical  care 
has  three  characteristics  that  may  interfere 
with  the  autonomy  concept.  First  is  the  nature 
of  medical  data.  Medical  knowledge  is  repre- 
sented by  scientific  data,  hypotheses,  clinical 
experience,  and  technological  fads  which  are 
often  inadequately  distinguished  from  each 
other,  even  in  the  mind  of  the  physician.  The 
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data  themselves  are  usually  complex  and 
technical  in  nature,  and  uncertainty  is  charac- 
teristic of  every  aspect  of  medical  knowledge. 
As  pervasive  as  uncertainty  is,  it  is  at  times 
inadequately  recognized  and  difficult  to 
convey  to  those  who  are  looking  for  absolutes 
and  clear  cut  solutions.  The  uncertainty  of 
medical  knowledge  is  made  worse  by  con- 
flicting data  and  by  the  fact  that  the  response 
of  the  individual  patient,  because  of  h'S  or  her 
biological  uniqueness,  is  unpredictable  in 
terms  of  prognosis  and  response  to  treatment. 

A second  characteristic  is  the  complexity  of 
the  medical  system  itself.  Rarely  does  the 
patient  interact  solely  with  his  or  her  phy- 
sician. Instead,  there  are  medical  students, 
resident  physicians,  medical  partners  in  a 
practice,  consultants,  nurses,  social  workers, 
discharge  planners,  respiratory  technicians, 
physician  assistants  and  others,  all  of  whom 
may  interact  with  the  patient  and  thereby 
provide  added  information,  a variety  of  profes- 
sional perspectives,  and  differing  value 
systems. 

The  third  characteristic  is  in  the  decision 
making  process  itself.  The  concept  of  auton- 
omy is  often  perceived  as  relating  to  one  major 
decision  made  at  some  particular  point  in  time. 
Yet  in  the  course  of  the  care  of  any  illness, 
there  are  a multitude  of  decisions  to  be  made  - 
minor  and  major  alike.  These  decisions 
are  also  distributed  over  variable  time  plans, 
some  very  short,  others  over  periods  of  hours, 
days  or  weeks.  In  a critical  care  situation,  there 
may  be  ten  treatment  decisions  made  within 
the  space  of  a few  minutes,  while  in  the  care  of 
a chronic  illness,  a single  course  of  chemo- 
therapy may  require  a variety  of  decisions 
spread  over  weeks  or  months. 

The  Physician 

One  of  the  major  obstacles  to  patient  auton- 
omy is  the  physician.  The  factors  responsible 
for  placing  the  physician  in  the  role  of  an 
impediment  to  patient  autonomy  are  related  to 
the  issue  of  disclosure  and  its  ramifications. 
The  doctrine  of  informed  consent  implies  that 
there  are  a series  of  alternative  treatments  or 
plans  from  which  the  patient  may  choose,  that 
each  of  these  alternatives  has  its  own  risks 
and  benefits,  that  the  patient  assigns  his  or 


her  own  values  to  the  risks  and  benefits,  and 
that  the  patient’s  choice  of  one  plan  then 
evolves  from  his  or  her  weighing  of  these  risk 
and  benefit  values.  The  physician,  on  the  other 
hand,  has  his  or  her  own  value  system  to 
consider.  In  general,  the  no-treatment  option 
belongs  to  an  inferior  group  of  options  and  is 
thus  not  reasonable  to  consider.  As  a result, 
the  physician  has  an  inherent  bias  in  offering 
to  the  patient  only  those  options  considered 
superior,  and  thereby  imposes  one  kind  of 
limitation  to  the  patient’s  autonomy. 

Even  among  the  options  felt  to  be  superior  | 
by  the  physician  there  is  a wide  range  of  risks: 
some  major,  some  minor,  some  frequent,  some 
rare.  Concerns  for  time  and  for  easier  under- 
standing are  likely  to  lead  the  physician  into 
disclosing  only  those  risks  that  he  or  she 
deems  frequent  and  major.  Another  problem 
with  disclosure  arises  from  the  physician’s 
inability  to  know  all  that  is  already  known  ; 
about  a condition  and/or  its  treatment.  The  j 
quantity  of  medical  knowledge  is  vast,  and  is  | 
increasing  at  an  unprecedented  rate.  No 
physician  can  know  everything,  and  his/her  j 
ability  to  disclose  all  pertinent  data  will  be  j 
limited  whether  intentional  or  not.  j 

Complicating  the  problems  of  disclosure  is  j 
the  fact  that  there  is  no  definition  of  informed  i 

consent  which  is  universally  agreed  upon.  A ! 
philosophic  definition  was  provided  at  the 
beginning  of  this  section,  but  there  is  also  a 
legal  definition  and  this  has  changed  over  the 
past  15  years.  In  1972,  the  legal  definition 
considered  that  “informed”  meant  providing 
that  information  which  a reasonable  physi- 
cian, in  the  same  circumstances,  would 
disclose.  By  1986,  ■ “informed”  has  been  re- 
stated to  include  the  information  that  a 
reasonable  patient,  in  those  circumstances,  i! 
would  want  to  know.^^  In  its  complete  form,  j 
this  is  expected  to  encompass  the  nature  of  the 
proposed  treatment,  its  gravity,  any  material 
risks  in  terms  of  outcome,  and  any  risks  ;; 
attendant  upon  the  process,  or  treatment,  itself. 
What  has  not,  to  date,  been  included  in  the 
legal  definition  of  “informed”  is  the  infer-  I 
mation  about  alternative  treatments,  includ- 
ing no  treatment,  and  each  of  their  attendant 
outcome  and  process  risks  and  benefits. 

As  a result  of  these  considerations,  the  scope 
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of  disclosure  depends  clearly  on  what  the 
patient  wants  to  know,  hut  not  so  clearly  on 
what  the  patient  ought  to  know.  As  applied  to 
the  risks  (outcome  and  process),  the  extent  of 
disclosure  depends  on  what  one  considers  as 
material  risks  as  judged  by  the  physician  or  as 
requested  by  the  patient.  Since  the  law  does 
not  require  the  presentation  of  every  possible 
treatment  option  nor  of  every  possible  risk, 
including  the  rare  and  minor,  there  are  certain 
physician  prerogatives  in  what  to  disclose. 
These  limitations  to  disclosure  have  been 
included  under  the  broad  heading  of  “thera- 
peutic privilege.” 

Therapeutic  privilege,  also  called  “benev- 
olent deception,”  has  been  defined  as  “...a 
therapeutic  strategy  employed  by  physicians 
and  other  health  care  providers  in  which  the 
known  truth  is  altered,  omitted  or  under- 
disclosed for  the  benefit  of  the  patient,  the 
patient’s  family  or  significant  others.”®  Thus 
it  may  involve  partial  disclosure,  false 
optimism,  false  pessimism,  temporary  decep- 
tion, encouraged  deceit,  or  mutual  deception. 
It  is  reasonably  easy  to  discern  that  the  concept 
of  therapeutic  privilege  is  likely  to  be  both 
controversial  and  open  to  abuse  in  its  appli- 
cation to  specific  circumstances. 

There  are  four  arguments  used  to  support 
the  judicious  use  of  therapeutic  privilege.  The 
first  argument  is  well  stated  by  Bok:  “Physi- 
cians know  that  disclosing  their  uncertainty 
or  their  pessimistic  prognosis  can  reduce  those 
benefits  which  depend  on  faith  and  the  placebo 
effect.”^®  This  is  echoed  by  Cousins  “...pro- 
viding a grim  prognosis  can  be  self-fulfill- 
ing.However,  the  evidence  that  does  exist 
on  this  issue  fails  to  substantiate  the  idea  that 
truthfulness  is  harmful.  In  studying  adoles- 
cents with  malignancy,  no  apparent  harm 
was  found  from  truth-telling.^^  In  another 
study  of  children  with  leukemia,  it  was  found 
that  comparable  coping  skills  were  exhibited 
whether  the  children  were  informed  of  the 
nature  of  their  illness  or  not.^® 

A second  argument  against  full  disclosure  is 
that  physicians  cannot  know  and  thus  cannot 
communicate  the  whole  truth,  and  patients 
could  not  comprehend  all  that  is  known  even  if 
it  could  be  communicated.  While  there  is 
obvious  validity  to  this  statement,  by  itself  it 
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does  not  support  withholding  of  information 
that  the  physician  does  know. 

A third  argument  is  that  patients  do  not 
really  want  to  know  all  that  the  physician 
knows.  However,  it  is  not  a justification  to  fail 
to  disclose  what  most  patients  are  likely  to 
want  and  to  further  disclose  additional  infor- 
mation to  those  patients  who  desire  it. 

The  fourth  argument  for  therapeutic  decep- 
tion is  that  it  is  often  requested  by  other  family 
members,  presumably  on  behalf  of  the  patient. 
Since  the  patient,  especially  a child,  is 
dependent  on  the  family  for  emotional  support, , 
it  is  appropriate  for  the  physician  to  acquiesce; 
to  the  family  member’s  wishes.  Although  this; 
is  an  argument  with  great  appeal,  especially  to» 
the  underlying  paternalism  of  most  physi- 
cians, one  has  to  remember  that  it  is  with  the; 
patient  that  one  has  an  implied  contract  and 
that  contract  has  a basic  foundation  in  truth- 
telling. 

In  spite  of  their  rebuttals,  one  is  inevitably 
likely  to  conclude  that  on  the  basis  of  these 
arguments,  therapeutic  privilege,  or  beneficent 
deception,  must  have  some  ethical  place  in  the 
limitation  of  patient  autonomy.  Sommerville 
has  probably  stated  this  position  as  well  as 
anyone:  “Therapeutic  privilege  is  a highly 
complex  and  yet  not  well-defined  concept  that 
may  be  applicable  when  a reasonable  physi- 
cian in  the  same  circumstances  would  anti- 
cipate that  the  disclosure  of  information, 
normally  required  to  be  given,  would  on  the 
balance  of  probabilities,  in  itself,  physically  or 
mentally  harm  the  particular  patient  in  a 
serious  way  and  to  a significant  degree. The 
concept  needs  to  be  narrowly  construed  and 
the  basis  for  it  needs  to  be  documented  in  each 
specific  case.  There  is  also  reasonable  agree- 
ment that  the  use  of  therapeutic  privilege  or 
beneficent  deception  can  not  apply  under  the 
following  circumstances: 

1.  If  the  only  reason  for  non-disclosure 
is  that  the  information  may  cause 
the  patient  to  refuse  treatment  re- 
garded as  necessary  by  the  physi- 
cian. 

2.  If  it  pertains  to  a diagnosis. 

3.  If  it  were  to  be  used  as  the  basis  for 
non-disclosure  of  a DNR  (do  not 
resuscitate)  order. 
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Society 

Another  external  limit  or  boundary  to  the 
patient’s  autonomy  exists  in  the  range  of 
decisions  that  society  is  willing  to  allow.  If 
one’s  autonomy  is  absolute  or  unbounded, 
then  any  decision  one  makes,  whether  trivial 
or  involving  life  or  death,  should  be  equally 
respected.  However,  a large  segment  of  society 
considers  suicide  as  an  immoral  act.  Therefore, 
if  one  chooses  death  when  the  alternative 
choice  is  continued  life  of  variable  risk  and 
benefit,  society  has  not  yet  been  sanguine 
enough  to  give  individuals  absolute  autonomy 
in  this  situation.  In  the  case  of  Elizabeth 
Bouvia,  the  refusal  by  the  courts  in  California 
to  allow  a young  woman  with  cerebral  palsy  to 
starve  to  death  in  the  hospital  is  one  example. 
Tube  feeding  was  sanctioned  by  the  courts 
against  the  wishes  of  the  individual.^'  Recently, 
this  decision  has  been  overturned  by  a higher 
court. 

However,  in  the  recent  case  of  Claire  Conroy, 
the  New  Jersey  Supreme  Court  held,  on  the 
basis  of  the  constitutional  right  of  privacy  and 
the  common  law  right  of  a person  to  control  his 
or  her  own  body,  that  competent  persons  may 
refuse  medical  treatment,  including  naso- 
gastric feedings.  They  further  held  that  such 
treatment  may  be  “withheld  or  withdrawn 
from  an  incompetent  patient  when  it  is  clear 
that  the  particular  patient  would  have  refused 
the  treatment  under  the  circumstances.” 
Lacking  knowledge  of  the  patient’s  wishes,  the 
court  went  on  to  define  two  “best  interests” 
tests  that  could  be  applied  to  such  situations. 

INFORMED  CONSENT  ON  BEHALF  OF 
INCOMPETENT  PERSONS 

When  an  individual  is  judged  to  be  incom- 
petent to  provide  informed  consent,  this  im- 
plies an  impaired  ability  to  be  autonomous.  At 
this  point,  another  individual  must  assume 
authority  and  provide  the  consent  on  behalf  of 
the  incompetent  person.  Two  types  of  consent 
on  behalf  of  others  can  be  considered.  If  the 
incompetent  person  had  previously  been  com- 
petent, he  or  she  may  have  indicated  what  he 
or  she  would  have  wanted  done  under  the 
present  circumstances.  A consent  under  these 
conditions  would  be  termed  a “substitute” 
consent  (ie,  the  person  doing  the  consenting, 
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having  been  appropriately  informed,  is  essen- 
tially making  the  decision  that  the  incom- 
petent individual  would  have  made  if  com- 
petent). Because  of  the  requirement  to  know 
the  feelings  of  the  incompetent  person,  sub- 
stituted consents  are  usually  provided  by 
someone  close  to  the  incompetent  person,  such 
as  a spouse,  parent  or  child.  This  proximity  of 
relationship  has  led  to  the  term  proxy  consent. 
A substituted  consent  and  a proxy 
consent  are  the  same. 

If  the  incompetent  person  has  never  been 
competent,  being  either  a child  or  mentally 
retarded,  or  if  no  one  knows  what  the  person 
would  have  desired  when  competent,  a surro- 
gate consent  is  appropriate.  This  consent, 
provided  by  a surrogate,  is  based  on  what  is  in 
the  “best  interests”  of  the  person  involved.  The 
two  types  of  consent  (substituted  and  best 
interests)  might  or  might  not  lead  to  the  same 
action.  What  an  individual  may  wish  for 
himself  or  herself  does  not  necessarily  need  to 
be  what  others  would  consider  to  be  in  his  or 
her  best  interests. 

The  best  interests  of  an  individual  are  not 
well  defined,  but  certain  general  principles 
apply.  Physical  and  mental  wellbeing  are 
considered  important  values,  but  are  usually 
secondary  to  being  alive.  In  some  situations, 
however,  death  may  be  deemed  better  than 
survival  with  constant  pain  and  suffering. 
When  there  is  doubt,  the  best  interests  decision 
usually  favors  life.  Societal  and  economic 
factors  should  be  of  minimal  significance  in 
determination  of  best  interests  that  involve  life 
and  death  outcomes. 

The  role  that  mental  functioning  should 
play  in  determining  best  interests  is  more 
problematic.  Considering  the  best  interests  of 
a person  who  has  a mental  handicap,  one 
ought  to  consider  the  person’s  interests  from 
the  viewpoint  of  an  individual  with  a mental 
handicap  rather  than  from  that  of  a person 
without  such  a handicap.  This  becomes  impos- 
sible when  one  is  considering  the  best  interests 
of  someone  without  apparent  ability  to  think, 
communicate,  or  respond.  Under  such  circum- 
stances life  itself  may  be  hard  to  consider  at 

all_24,25 

The  next  problem  is  who  is  to  make  such 
decisions  and  provide  the  appropriate  in- 
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formed  consent.  The  difficulty  is  that  the  self 
interests  of  the  decision  maker  have  the 
potential  of  being  directly  or  indirectly  con- 
sidered in  determining  the  best  interests  of 
another  person.  Thus,  a person’s  conclusions 
about  the  best  interests  of  another  may  become 
biased  by  personal  self  interests.  The  term 
“surrogate,”  when  applied  to  the  best  interests 
type  of  decision,  suggests  that  the  person 
making  the  decision  is  acting  on  behalf  of  the 
individual  involved  without  conflicting  self 
interests.  To  avoid  the  bias  of  self  interests, 
such  a person  should  not  be  related  to,  or 
involved  in  any  other  way,  with  the  individual 
in  question.  Thus,  one  would  not  ask  a close 
relative  to  provide  a best  interests  decision  for 
an  individual.  The  close  relative  would  be  more 
likely  than  a stranger  to  have  conflicting  self 
interests  that  could  bias  his  or  her  attempts 
to  ascertain  the  best  interests  of  the  individual. 

A problem  arises  because  traditional  prac- 
tices have  not  made  the  distinction  between  a 
substituted  or  proxy  consent,  and  a best 
interests  or  surrogate  consent.  As  a result,  we 
delegate  the  authority  for  decision  making  to 
the  person  most  closely  related  to  the  incom- 
petent individual  and  seek  consent  from  that 
person  for  both  substituted  and  best  interests 
I types  of  consent.  While  not  expressing  the 
distinction  between  the  two  types  of  consent 
I explicitly,  society  has  begun  to  establish  over- 
i sight  mechanisms  to  safeguard  the  interests  of 
j the  individual  requiring  a best  interests 
decision.  Such  oversight  mechanisms  as  hos- 
‘ pital  bioethics  committees.  Baby  Doe  laws  and 
i judicial  reviews  are  coming  into  existence, 

; although  they  are  far  from  acceptable  to  all 
persons  or  groups  in  our  society. 

INFORMED  CONSENT  ON  BEHALF  OF 
CHILDREN 

The  term  “family  autonomy”  suggests  that 
when  an  individual  who  is  part  of  a family  is 
incapable  of  exercising  personal  autonomy  in 
making  decisions  and  of  providing  his  or  her 
< own  informed  consent,  the  family  assumes 
: those  responsibilities  and  has  the  prerogative 
of  providing  or  denying  consent  to  any  sug- 
gested course  of  action. 

In  the  discussion  of  the  two  types  of  consent, 
substituted  and  best  interests,  the  family  was 
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indicated  to  be  the  optimal  group  to  know 
what  someone,  previously  competent,  would 
have  desired.  Thus  the  family,  or  a family 
member,  is  appropriate  to  provide  a substituted 
or  proxy  consent.  Even  then,  disagreement  be- 
tween family  members  could  occur,  and  legal 
action  be  required  to  adjudicate  such  dif- 
ferences. 

In  the  best  interests  consent,  however,  the 
family  could  have  self  interests  that  could  be  in 
conflict  with  best  interests  decision  for  infants, 
children  and  mentally  retarded  adults 
(individuals  never  previously  competent).  One 
rationale  for  the  concept  of  family  autonomy 
in  these  circumstances  is  that  the  family  is  the 
fundamental  unit  in  our  social  structure  and 
on  that  basis  has  the  responsibility  for  decision 
making  members  who  cannot  make  decisions 
for  themselves.  The  family  will  also  include 
the  persons  responsible  for  the  care  and  wel- 
fare of  the  child  and  should,  because  of  that 
obligation,  have  the  prerogative  to  make  deci- 
sions for  the  child. 

There  is  also  the  concept  that  the  family  is  in 
the  optimal  situation  to  know  what  the  best 
interests  of  a family  member  would  be.  The 
problem  with  this  concept  concerns  how  one 
defines  best  interests,  and  what  kind  of 
decision  is  called  for.^^  If  the  decision  about  a 
person’s  best  interests  involves  knowledge  of 
personal  characteristics,  the  family  is  likely  to 
know  these  characteristics  better  than  anyone 
else.  However,  if  the  decision  involves  a life  or 
death  question,  the  relevant  issues  pertaining 
to  future  quality  of  life  are  able  to  be  evaluated 
by  others  as  well  as,  or  better  than,  the  family. 

The  existence  of  family  autonomy  has  been 
recognized  by  society  throughout  the  western 
world.  Originally,  autonomy  regarding  chil- 
dren was  based  on  a right  of  control  over 
private  property,  or  ownership,  rather  than  on 
the  position  of  children  as  dependent  human 
beings.  As  society  recognized  children  as 
having  the  same  status  as  other  human  beings, 
the  basis  of  family  autonomy  has  become  less 
clear.  Furthermore,  limitations  or  boundaries 
have  been  placed  on  the  extent  of  family 
autonomy  so  it  is  a limited  autonomy  at  most. 
Frequently,  medical  professionals  have  limited 
family  autonomy,  but  society  itself  has  also 
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limited  it.  Examples  of  societal  limitation  are 
child  labor  laws,  mandatory  education,  man- 
datory immunization,  and  child  abuse  and 
neglect  legislation. 

Limitations  on  family  autonomy  have  been 
invoked  to  safeguard  the  interests  of  the  child. 
While  not  stated  explicitly,  society  has  recog- 
nized that  the  self  interests  of  the  family  could 
conflict  with  what  society  deems  as  the  best 
interests  of  the  child.  Although  family  self 
interests  often  arise  from  strongly  held  values 
and  belief  systems  integral  to  the  family,  our 
society  has  been  willing  to  abrogate  parental 
autonomy  if  the  values  or  belief  systems  of  the 
parents  would  result  in  clearly  recognized 
harm  to  the  child.  But  there  are  also  limitations 
on  society’s  interfering  with  the  concept  of 
family  autonomy  involving  decisions  which 
will  not  create  clearly  apparent  harm  to  the 
child.  Thus,  society  is  generally  enjoined  from 
interfering  with  parental  discipline  which  does 
not  create  bodily  injury,  nutritional  practices 
which  do  not  create  apparent  malnutrition,  or 
life  styles  which  do  not  endanger  the  child’s 
life.^'^ 

The  present  controversy  surrounding  the 
Baby  Doe  issues,  (ie,  refusal  of  medical  care  for 
a handicapped  infant  with  an  additional  life 
threatening  but  correctable  lesion)  is  rooted  in 
the  conflict  between  the  limitation  of  social 
interference  in  family  autonomy  and  the  limi- 
tation of  parental  or  family  autonomy  by 
society.  Medical  paternalism,  whether  sup- 
porting the  parents  or  society,  has  further 
complicated  the  autonomy  issue.  If  the  child  in 
question  were  ten  years  of  age,  the  family’s 
autonomy  to  refuse  lifesaving  care  would  be 
limited  with  much  less  controversy.  The 
differences  between  the  newly  born  and  the  ten 
year  old  that  may  contribute  to  the  dis- 
tinctions on  limitation  of  family  autonomy  are 
complex,  but  to  some  extent  are  related  to 
differences  in  their  presumed  status  as  human 
beings.  While  de  jure  we  accept  the  newborn  as 
a human  person  with  the  same  interests  as 
any  other  human  person,  de  facto  we  have 
some  problems  giving  the  infant,  especially  a 
very  low  birth  weight  infant,  the  same  status 
as  a person  that  we  give  to  the  older  child.  As 
physicians  and  as  a society,  we  are  still  giving 
families  considerable  autonomy  over  life  and 


death  matters  for  the  infant.  However,  as  the 
child  grows  older,  we  progressively  restrict  the 
autonomy  of  the  family,  and  allow  society  to 
assume  an  increasing  role  in  protecting  the 
best  interests  of  the  child.  Once  the  child  is 
capable  of  communicating  his  or  her  own 
beliefs,  fears,  ideas  and  values,  the  child 
becomes  another  party  to  the  autonomy/ 
informed  consent  process,  and  the  potential 
conflicting  interests  of  the  child  and  the  family 
can  be  viewed  as  the  reciprocal  relationship 
between  family  paternalism  and  autonomy 
that  was  shown  in  Figure  1. 

By  the  time  a child  reaches  adolescence,  the 
degree  of  autonomy  gained  by  the  adolescent 
approaches  that  retained  by  the  parents.  As 
adolescence  progresses,  the  individual’s  auton- 
omy continues  to  increase  and  paternalism,  or 
family  autonomy,  continues  to  decrease. 
Societal  supervision  also  decreases  as  the 
adolescent  gains  in  his  or  her  own  autonomy. 
By  the  mid-teens,  many  young  adults  are 
functioning  as  autonomously  as  the  rest  of  the 
adult  population. 

SUMMARY 

If  the  health  professions  are  going  to  move 
from  the  position  of  almost  total  paternalism 
(and  minimal  autonomy)  to  one  of  maximum 
autonomy  and  minimal  paternalism,  they  will 
have  to  make  major  changes  in  their  values,  in 
the  way  they  practice  their  professions,  and  in 
the  way  in  which  they  are  perceived  to 
function. 

For  health  professionals,  with  a long  histor- 
ical and  pervasive  role  in  caring  for  an  ill 
person,  using  their  knowledge,  skills,  and 
experience  to  the  best  of  their  ability,  the  issue 
of  increasing  patient  autonomy  and  its  expres- 
sion by  truly  informed  consent  poses  complex 
problems.  Not  only  is  there  potential  for  con- 
flict between  the  growth  of  patient  autonomy 
and  the  way  in  which  technologically  ad- 
vanced medical  care  is  practiced,  but  the 
paternalistic  manner  in  which  the  profes- 
sionals behave  compounds  these  conflicts.  As 
much  as  health  professionals  may  be  con- 
cerned about  societal  intervention  into  the 
practice  of  medicine,  such  intervention  seems 
inevitable,  as  autonomy  and  decision  making 
on  behalf  of  others  becomes  more  entangled. 
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The  challenge  for  the  future  is  to  recognize  the 
existence  of  such  problems  and  to  adapt  one’s 
behaviors  to  accommodate  these  changes 
within  our  society  in  an  ethical  and  effective 
manner. 
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INTRODUCTION 

Who  cares  anything  today  for  a finely- 
finished  death? . . .[T]he  wish  to  have  a 
death  of  one’s  own  is  growing  ever 
rarer. . . .[The  death  of  the]  poor  is,  of 
course,  banal,  without  any  fuss.  They 
are  glad  then  they  find  one  that  fits 
approximately.  Too  large  it  may  be: 
one  always  keeps  growing  a little.  Only 
when  it  does  not  meet  round  the  chest 
or  when  it  strangles,  then  there  is 
difficulty.^ 

Since  the  poet  wrote  these  words,  society’s 
attitudes  toward  death  have  been  dramatically 
altered.  Many  people  wish  to  be  able  to  control 
the  manner  of  their  own  deaths,  even  if  they 
should  no  longer  be  able  to  express  an  opinion. 
They  find  particularly  repugnant  the  thought 
that  they  might  be  maintained  artificially  in  a 
vegetative  state  and  be  unable  to  refuse  such 
treatment. 

The  Delaware  General  Assembly  responded 
to  this  desire  by  enacting  the  “Delaware  Death 
with  Dignity  Act,”^  which  permits  the  execu- 
tion of  a so-called  living  will.  Thus  far,  there 
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have  been  no  Delaware  court  cases  dealing 
with  the  interpretation  of  this  act.  However, 
the  issue  of  the  termination  of  life-sustaining 
treatment  is  the  subject  of  active  litigation  in 
several  states,  most  notably  New  Jersey. 
Decisions  from  other  states  are  not  binding  on 
Delaware,  but  may  be  influential  in  later 
Delaware  decisions. 

The  most  recent  influential  decision  was  the 
Conroy  case,  which  was  decided  by  the  New 
Jersey  Supreme  Coiud;  in  1985.^  The  New  Jersey 
Supreme  Court  in  Conroy  established  guide- 
lines which  may  influence  the  future  interpre- 
tation of  the  Delaware  living  will  and  may 
establish  procedures  in  Delaware  for  the 
termination  of  life-sustaining  treatment  in  the 
absence  of  a living  will. 

SEVERNS  CASE 

Efforts  to  enact  a living  will  in  Delaware 
culminated  in  success  only  after  a well-pub- 
licized tragedy:  the  case  of  Mary  Severns.'* 
Mrs.  Severns  was  irreversibly  comatose  after 
an  automobile  accident  and  was  maintained 
by  such  artificial  supports  as  a respirator,  a 
nasogastric  tube,  and  a catheter.  It  was  clear 
from  the  fact  that  she  had  been  a member  of 
the  Euthanasia  Society  and  had  expressly 
said  that  she  would  never  want  to  be  main- 
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tained  as  a vegetable  that  she  would,  if 
competent,  have  refused  the  treatment.  Her 
husband  petitioned  to  be  appointed  guardian 
of  her  person  so  that  he  could  act  on  her  behalf 
to  refuse  or  terminate  treatment.  The  Delaware 
Supreme  Court  held  that  the  Court  of  Chan- 
cery, in  the  absence  of  specific  legislation,  did 
have  the  power  to  authorize  the  removal  of 
Mrs.  Severn’s  life-supporting  treatment  after  a 
full  evidentiary  hearing.  In  its  holding,  the 
Supreme  Court  relied  on  the  holding  of  the 
New  Jersey  Quinlan  case,  that  the  constitu- 
tional right  to  privacy  permitted  the  removal 
of  a respirator  from  a vegetative  patient  who 
had  virtually  no  chance  ever  to  return  to  a 
sentient  existence."’ 

Even  though  the  Delaware  Supreme  Court 
did  hold  that  treatment  termination  might  be 
permissible  in  the  absence  of  legislative 
guidance,  the  court  called  for  the  General 
Assembly  to  “enact  a comprehensive  State 
policy  governing  these  matters.”'*  Clearly,  the 
use  of  the  courts  to  resolve  these  issues  is 
cumbersome  and  costly. 

LIVING  WILL 

In  response,  the  Delaware  General  Assembly 
enacted  the  Death  with  Dignity  Act  in  1982 
and  amended  it  in  1983.  Features  of  the  act 
that  are  of  particular  interest  to  health  care 
providers  follow: 

1.  Any  competent  adult  has  the  right  to 
refuse  medical  or  surgical  treatment,  unless 
the  refusal  is  contrary  to  existing  public  health 
laws,  and  may  make  a written  declaration 
instructing  any  physician  to  cease  or  refrain 
from  treatment  if  the  declarant  is  in  a terminal 
condition.  “Terminal  condition”  is  defined  as 
any  illness  from  which  it  is  unlikely  that  the 
person  can  recover  and  which  will  probably 
lead  to  death,  with  or  without  life-sustaining 
treatment.  The  definition  does  not  state  how 
long  the  process  of  dying  may  take.  The  fact 
that  a declarant  is  in  a terminal  condition 
must  be  confirmed  in  writing  by  two 
physicians. 

2.  Any  adult  may  appoint  a surrogate 
decision-maker  who  may  accept  or  refuse  treat- 
ment, including  life-sustaining  treatment,  if 
the  appointer  is  incapable  of  making  the 
decision. 
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3.  The  attending  physician,  the  person  with 
primary  treatment  responsibility,  decides 
that  the  patient  is  incompetent  to  make  treat- 
ment choices. 

4.  Any  adult  person  may  execute  a declara- 
tion directing  the  withholding  or  withdrawal 
of  maintenance  medical  treatment,  where  the 
person  is  in  a terminal  condition  and  under 
such  circumstances  as  may  be  set  forth  in  the 
declaration.  “Maintenance  medical  treat- 
ment” does  not  include  medication  or  palliative 
treatment,  but  does  include  any  artificial 
method  of  sustaining  a vital  function  which 
merely  prolongs  the  course  of  dying.  “Artificial 
means”  are  “manufactured  or  technical  con- 
trivances” which  may  be  attached  to  the  body. 

5.  The  procedure  for  execution  of  a living 
will  is  similar  to  that  for  a testamentary  will; 
however,  neither  of  the  two  witnesses  of  the 
living  will  should  be  financially  responsible 
for  the  patient’s  medical  care  nor  be  an 
employee  of  the  health  care  facility  where  the 
declarant  is  a patient.  Moreover,  if  the  de- 
clarant is  a resident  of  a long-term  care  facility, 
the  Department  of  Aging  and  the  Public 
Guardian  have  oversight,  and  at  least  one 
witness  must  be  a patient  advocate  or 
ombudsman. 

6.  A living  will  is  ineffective  during  a 
patient’s  pregnancy. 

7.  A living  will  is  freely  revocable. 

8.  A physician  may  presume,  lacking 
actual  notice  otherwise,  that  the  living  will 
was  executed  by  a competent  person.  Similarly, 
execution  of  a living  will  does  not  suggest 
incompetence. 

9.  Health  care  personnel  are  immunized 
from  liability  for  withholding  medical  treat- 
ment in  reliance  on  a living  will. 

10.  Anyone  with  good  reason  to  believe 
that  termination  of  treatment  is  contrary  to 
the  current  wishes  of  the  patient  may  petition 
the  Court  of  Chancery  for  appointment  of  a 
guardian  for  the  patient. 

11.  A living  will  shall  be  part  of  a declar- 
ant’s medical  records. 

12.  Neither  the  execution  of  a living  will 
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nor  the  termination  of  treatment  in  accordance 
with  a living  will  is  considered  suicide. 

13.  A living  will  may  neither  be  required 
for  insurance  or  treatment  nor  may  it  bar 
insurance  or  treatment. 

14.  Criminal  penalties  attach  both  for 
coercing  the  execution  of  a living  will  and  for 
intentionally  creating  a false  impression  that 
a patient  has  authorized  life-prolonging 
treatment. 

THE  CONROY  CASE 

The  implementation  of  the  living  will  in 
Delaware  will  undoubtedly  be  affected  by  the 
outcome  of  litigation  in  Delaware  and  other 
states.  Moreover,  the  Death  with  Dignity  Act 
does  not  address  the  situation  of  a patient  who 
failed  to  execute  a living  will  and  is  maintained 
by  life  support.  A leading  case  is  that  of  Claire 
Conroy  in  New  Jersey.  Ms.  Conroy  was  a 
clearly  terminally  ill,  profoundly  demented 
nursing  home  patient  who  was  dependent  on  a 
nasogastric  tube.  Her  nephew,  claiming  that 
she  would  have  refused  the  tube  if  she  were 
competent,  petitioned  to  have  it  discontinued. 
The  trial  court  agreed,  but  after  her  death,  the 
decision  was  reversed  by  the  Appellate  Court, 
which  said  that  nutrition  could  never  be 
removed  from  an  incompetent  patient.  The 
Supreme  Court  of  New  Jersey  used  the  case  to 
establish  detailed  guidelines  on  the  with- 
drawal of  life-sustaining  treatment  from  in- 
competent nursing  home  patients. 

Because  the  rules  apply  specifically  to 
nursing  home  patients,  a population  that  is 
particularly  vulnerable  since  many  of  them  do 
not  have  relatives  in  regular  contact  with 
them,  the  court  required  a number  of  pro- 
cedural safeguards.  However,  apparently,  the 
rules  have  proven  so  cumbersome  that  they 
are  disregarded.®  For  example,  once  a patient 
is  found  to  be  incompetent  a court  must  be 
petitioned  to  appoint  a guardian. 

Many  of  the  procedures  apply  only  under 
New  Jersey  statutes.  However,  many  of  the 
safeguards  are  valuable,  especially  in  the  case 
of  nursing  home  patients.  The  court  is  scrupu- 
lous about  when  a patient  may  be  considered 
incompetent  to  make  treatment  choices.  It 
points  out  that  a person  who  is  no  longer  able 
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to  manage  finances  or  daily  living  may  still  be 
quite  able  to  refuse  treatment.  The  court 
requires  that  a determination  of  a patient’s 
incompetence  to  make  treatment  choices  be 
made  by  two  physicians  who  are  qualified  to 
make  this  sort  of  evaluation. 

In  its  opinion,  the  Court  abolished  many 
commonly-held  distinctions  in  the  termination 
of  life-prolonging  treatment;  actively 
hastening  death  by  terminating  treatment 
versus  passively  allowing  a person  to  die  of  a 
disease;  withholding  versus  withdrawing  treat- 
ment; ordinary  versus  extraordinary  care;  and 
artificial  nutrition  versus  all  other  treatments. 

Because  of  the  facts  of  the  Conroy  case, 
artificial  feeding  is  at  the  heart  of  the  opinion. 
The  court  considers  artificial  nutrition  a 
variety  of  medical  treatment  which  may  be 
discontinued  under  proper  circumstances.  In 
the  emotional  association  of  food  with  comfort, 
the  average  person  forgets  that  feeding  via  a 
nasogastric  tube  or  a gastrostomy  is  an  un- 
pleasant experience,  which  may  also  lead  to 
complications.  Furthermore,  the  necessity  of 
this  sort  of  nutrition  is  usually  occasioned  by  a 
disease  process.  Therefore,  the  Conroy  court 
felt  that  withdrawal  of  artificial  feeding  is 
merely  permitting  the  inevitable  death  to  occur 
if  the  patient  is  clearly  terminally  ill.  In  that 
case,  a patient  may  actually  die  more  com- 
fortably without  the  imposition  of  artificial 
nutrition.  A group  of  physicians  recently  said, 
‘Tf  a [severely  and  irreversibly  demented] 
patient  rejects  food  and  water  by  mouth,  it  is 
ethically  permissible  to  withhold  [artificial] 
nutrition.  Spoon  feeding  should  be  continued 
if  needed  for  comfort.”^  Moreover,  in  March, 
1986,  the  AMA  decided  that  it  was  ethical  to 
withhold  food  and  water  from  an  irreversibly 
comatose  patient.® 

The  court  endeavored  to  develop  three  stand- 
ards by  which  treatment  decisions  could  be 
defined: 

1.  A subjective  test  when  it  is  clear,  whether 
from  a living  will  or  verbal  statement,  that  the 
patient  would  not  want  to  be  artificially  main- 
tained. The  decision-maker  tries  to  decide  the 
way  that  the  patient  would,  if  momentarily 
competent.  This  does  not  mean  an  automatic 
termination  of  treatment,  but  rather  an 

207 


Evolving  Delaware  Law  On  The  Termination  Of  Life-Sustaining  Treatment— Hayman 


informed  decision  considering  the  suffering  of 
the  patient,  the  prognosis,  the  benefit  the 
patient  still  gets  from  being  alive,  etc. 

2.  A limited  objective  test  when  there  is 
some  trustworthy  evidence  that  a patient 
might  want  the  treatment  terminated.  In  this 
case,  a treatment  that  would  merely  prolong  a 
patient’s  suffering  without  producing  a benefit 
could  be  terminated. 

3.  A pure-objective  test  when  there  is  no 
information  about  a patient’s  wishes.  The  key 
requirement  for  treatment  termination  to  be 
allowed  is  that  the  patient  be  suffering  from 
intractable  pain.  In  that  case,  termination  is 
permissible  if  the  burdens  of  the  patient’s  life 
with  the  treatment  greatly  outweigh  the 
benefits  the  patient  derives  from  continued 
life. 

The  court  limited  the  applicability  of  all 
three  tests  to  patients  of  the  Claire  Conroy 
type:  “An  elderly  incompetent  nursing-home 
resident  with  severe  and  permanent  mental 
and  physical  impairments  and  a life  expect- 
ancy of  approximately  one  year  or  less.”^  In 
all  cases,  termination  of  life  support  is  con- 
sidered to  be  not  euthanasia,  but  rather  letting 
the  patient  die  of  underlying  disease. 

The  Conroy  guidelines  will  undoubtedly  be 
modified  when  the  New  Jersey  Supreme  Court 
rules  on  a consolidated  appeal  to  three  lower- 
court  decisions  about  life-sustaining  treat- 
ment.3  Because  in  two  of  the  cases  patients  in 
persistent  vegetative  states  may  survive  for 
years  with  feeding  tubes,  the  court  may  relax 
its  requirement  that  for  the  treatment  to  be 
withdrawn,  the  patient’s  life  expectancy 
cannot  exceed  one  year. 

IMPLEMENTATION  OF  THE  DELAWARE 
LIVING  WILL 

In  the  Death  with  Dignity  Act  the  Delaware 
General  Assembly  has  by  statute  affirmed  the 
common  law  rule  that  a competent  adult  has 
nearly  an  absolute  right  to  decline  treatment. 
In  Delaware,  even  such  common  State  inter- 
ests as  the  protection  of  minor  children,  the 
prevention  of  suicide,  or  the  preservation  of  the 
integrity  of  the  medical  profession  do  not 
override  the  individual’s  right  to  self  determi- 
nation. However,  the  real  issue  is  the  extent  of 


the  right  to  self  determination  for  an  incom- 
petent person.  The  living  will  is  the  mechanism 
for  exercising  this  right.  Its  implementation  is 
analogous  to  that  of  a testamentary  will:  there 
is  a requirement  of  two  disinterested  witnesses, 
and  the  agent  has  the  same  sort  of  fiduciary 
duty  as  does  an  executor  of  an  estate. 

If  the  Conroy  guidelines  were  adopted  in 
Delaware,  the  result  would  be  similar  to  intes- 
tate succession  rules.  When  a person  dies 
without  a valid  will,  property  distribution  is 
governed  by  statute.  Similarly,  under  strictly 
defined  conditions  it  would  be  permissible  to 
terminate  treatment  even  though  the  patient 
has  not  undertaken  the  formality  of  executing 
a living  will.  For  example,  if  a person  had 
clearly  expressed  a desire  not  to  be  maintained 
in  certain  ways,  withdrawal  or  withholding  of 
these  treatments  might  be  judicially  deter- 
mined to  be  proper.  The  Delaware  courts  might 
even  establish  guidelines  similar  to  the  Conroy 
tests.  There  is  no  evidence  that  the  Death  with 
Dignity  Act  is  intended  to  deny  any  other 
method  of  treatment  termination  for  a patient 
who  has  not  executed  a living  will.  The  major 
benefit  of  a living  will  is  that  it  obviates  the 
need  for  judicial  intervention. 

Another  issue  is  what  sorts  of  treatment  are 
considered  to  be  “maintenance  medical  treat- 
ments” which  may  be  withdrawn  or  withheld 
under  the  terms  of  a living  will.  The  act 
specifically  excludes  only  the  administration 
of  medication  and  “the  performance  of  any 
medical  procedure  necessary  to  provide  com- 
fort care  or  to  alleviate  pain.”  Thomas  Herlihy, 
III,  Esq,  who  represented  Mary  Severns’s 
husband  believed  that  the  Act  permits  the 
withholding  of  artificial  nutrition. If  the 
argument  of  the  Conroy  court  that  artificial 
feeding  is  actually  painful  to  the  recipient  is 
accepted,  nothing  in  the  Act  prohibits  its 
termination.  Either  an  intravenous  or  a nasogas- 
tric tube  is  a “manufactured  contrivance  which 
may  be  attached  to.  . .the  human  body.”  It  is 
unlikely  that  the  author  of  a living  will  would 
have  chosen  to  continue  life  under  such 
conditions. 

EFFECT  OF  THE  LIVING  WILL  ON  MEDICAL 
PRACTICE 

One  duty  that  the  Act  imposes  on  physicians 
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IS  to  determine  that  a patient  can  no  longer 
make  treatment  decisions.  The  act  gives  the 
responsibility  for  the  decision  to  the  attending 
physician  who  may  have  been  assigned  to  the 
patient  only  during  the  final  illness.  The  New 
Jersey  Supreme  Court  in  its  Conroy  holding 
emphasized  the  crucial  nature  of  this  deter- 
mination because  inability  to  manage  one’s 
affairs  does  not  necessarily  mean  that  one 
cannot  reject  treatment.  It  would  be  preferable 
for  Delaware  to  establish  a more  elaborate 
procedure  for  making  this  determination,  even 
utilizing  the  observations  of  nurses  and  aides 
who  are  usually  in  more  intimate  contact  than 
is  a physician.  The  patient  has  a fundamental 
liberty  interest  in  retaining  the  right  to  self 
determination  as  long  as  possible. 

There  is  no  penalty  in  the  Act  for  failure  of  a 
physician  to  abide  by  the  terms  of  a living  will. 
However,  when  there  has  been  no  appointment 
of  an  agent,  there  is  an  ethical  duty  to  follow 
the  dictates  of  a living  will.  Moreover,  a 
surrogate  decision-maker  might  sue  for  mal- 
practice if  a physician  continued  treatment 
that  was  clearly  inconsonant  with  the  pro- 
visions of  a living  will.  If  a health  care  provider 
feels  uncomfortable  when  treatment  termi- 
nation will  result  in  the  patient’s  death,  the 
surrogate  should  be  so  informed  and  advised 
to  consult  another  physician. 

A living  will  is  more  effective  if  it  reflects  its 
maker’s  desires  specifically  rather  than  merely 
being  a form  will  that  refuses  “heroic 
measures.”  The  declarant  should  be  en- 
couraged to  articulate  his  or  her  basic  philo- 
sophy about  death,  difficult  though  it  is  to 
contemplate.  That  is:  why  is  the  living  will 
being  drafted,  what  living  conditions  would  be 
intolerable,  and  what  sorts  of  treatment  may 
be  refused?  To  many  people,  the  vision  of 
becoming  a helpless  vegetable  with  tubes  in 
every  orifice  is  the  ultimate  nightmare.  To 
others,  the  thought  of  withdrawing  nutrition 
portends  a slow  painful  death  from  starvation. 
Decisions  would  be  facilitated  if  the  decision- 
maker had  this  sort  of  information  available. 

PROPOSED  LEGISLATION 

In  the  last  session  of  the  Delaware  General 
Assembly,  Representative  Davis  introduced  a 
bill  entitled,  “Patient’s  Rights  Act,”^^  which 
would  severely  restrict  the  right  to  terminate 
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life-prolonging  treatment.  As  it  is  now  written, 
provisions  of  the  bill  are  inconsistent  with  the 
Death  with  Dignity  Act.  For  example,  the  bill 
specifically  states  that  nutrition  and  hy- 
dration are  not  forms  of  medical  treatment 
and  can  never  be  withdrawn  if  so  doing  would 
result  in  death  from  starvation  rather  than 
from  an  underlying  condition.  As  was  pointed 
out  previously,  the  Conroy  court  believe  that 
artificial  nutrition  was  not  an  entirely  benign 
procedure  and  that  it  might  be  terminated.  In 
its  view,  an  underlying  condition  which  would 
result  in  death,  caused  an  inability  to  take 
nutrition  naturally;  therefore,  termination  of 
artificial  feeding  merely  allows  the  dying 
process  to  proceed.  This  is  not  an  isolated 
holding;  rather,  a consensus  appears  to  be 
developing  that  artificial  feeding  is  not  quali- 
tatively different  from  any  other  artificial 
procedure.^’® 

The  bill  also  restricts  the  permitted  termina- 
tion of  life-prolonging  treatment  to  the  “final 
stage  of  a terminal  illness  or  injury,”  where 
“final  state”  means  the  last  stage  of  a terminal 
illness  or  injury  in  which,  even  with  the  use  of 
beneficial  medical  treatment,  the  person  with 
the  terminal  injury  or  illness  is  in  the  dying 
process  and  will  die  within  a reasonably  short 
period  of  time.  Before  amendment,  the  Death 
with  Dignity  Act  required  that  death  be 
imminent  for  treatment  to  be  terminated.  The 
amended  Act  omitted  this  requirement.  This 
new  legislation  would  prohibit  the  removal  of 
a respirator  from  a Karen  Ann  Quinlan.  Many 
people  would  not  wish  to  be  maintained  in 
such  a persistent  vegetative  state. 

Clearly,  this  bill  is  a reaction  to  recent  court 
decisions  that  tend  to  permit  withdrawal  of  life 
support  when  it  would  be  inhumane  to 
continue  it.^  Rather  than  being  a “patient’s 
rights  act,”  it  would  diminish  the  rights  of 
patients  to  privacy  and  to  self  determination. 
According  to  Representative  Davis,  he  plans 
to  introduce  an  amended  version  of  the  bill  in 
the  new  session  of  the  General  Assembly.  In 
such  an  event,  interested  physicians  should 
express  their  opinions  to  the  General 
Assembly. 

CONCLUSION 

The  Delaware  living  will  provides  the  oppor- 
tunity for  a more  “finely  finished  death”  than 
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had  previously  been  available.  At  least  some 
individuals  can  now  exert  some  control  over 
their  medical  treatment  when  they  themselves 
can  no  longer  make  decisions.  It  would  be 
unfortunate  to  permit  apprehensions  about 
the  remote  possibility  of  euthanasia  to  reduce 
patients’  rights  to  self  determination. 

If  you  would  like  more  information,  copies  of 
“Chapter  25,  Patient’s  Right  to  Terminate 
Treatment,”  and  “HB  578:  An  Act  to  Amend 
Title  16  of  the  Delaware  Code  Relating  to 
Patients’  Rights,  are  on  file  at  the  Delaware 
Medical  Journal  office. 
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TWO  NEW  LAWS:  WHAT  EFFECTS? 


Martin  Gibbs,  M.D. 


Delaware  recently  enacted  two  laws  that 
may  well  have  unintended  effects.  One  law 
enables  the  creation  of  a living  will,  the  other 
defines  death  in  terms  of  total  absence  of  brain 
function,  including  functions  of  the  brainstem. 
The  first  law  intends  to  allow  a person  to 
decide  before  incapacitation  that  life-support 
be  withheld  or  withdrawn  under  certain 
carefully  defined,  hopeless  conditions.  The 
second  law  intends  to  allow  withdrawal  of 
organ  support  systems,  usually  ventilators,  to 
end  the  anguish  (and  expense)  of  hopeless 
coma.  For  most  individuals  in  such  tragic 
circumstances  these  laws  may  have  the 
opposite  effect. 

Before  the  living  will  statute  a family  could 
establish  by  testimony,  evidence,  or  merely  by 
declaration,  that  the  patient  had  clearly 
expressed  an  abhorrence  of  lingering,  hopeless 
suffering,  and  that  he  dreaded  being  unable  to 
stop  the  process  because  of  incapacitation. 
This  left  the  decision  to  stop  treatment  and 
support  to  the  family  and  the  doctors. 

When,  in  the  opinion  of  all  concerned. 
Mother  had  “suffered  enough,”  no  great  efforts 
were  made  to  keep  her  alive.  Pain  was  con- 
trolled as  well  as  possible;  narcotic  doses  were 
liberalized;  physical  care  was  continued;  and 
the  patient  was  allowed  to  die. 

Now  Mother  has  been  given  the  privilege  of 
expressing  her  desire  to  be  allowed  to  die 
should  she  be  so  incapacitated.  But,  although 
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Mother  dearly  dreads  a prolonged,  debilitated 
period  of  dying,  she  never  got  around  to 
creating  a living  will.  So,  when  she  is  reduced 
to  helpless  suffering  or  incapacitation,  unable 
to  express  her  wishes,  the  treatments  continue, 
and  continue,  until  finally,  the  inevitable  can 
no  longer  be  thwarted.  The  family,  of  course, 
attempts  to  establish  that  Mother  would  not 
have  wanted  those  treatments,  but  it  faces  a 
new  obstacle.  Because  Mother  could  have 
availed  herself  of  the  right  to  establish  a living 
will,  and  she  did  not,  it  may  be  assumed  that 
her  wishes  were  to  have  treatments  and 
support  continued. 

If  my  patients  are  in  any  measure  typical  of 
our  citizens,  few  have  living  wills,  even  among 
those  who  would  abhor  the  consequences  of 
not  having  one. 

The  second  law,  requiring  complete  loss  of 
brainstem  function  to  determine  death  by 
neurological  criteria,  was  supported  by  many 
who  believed  that  it  would  permit  ending 
prolonged  coma.  Unfortunately,  that  is  not  so. 
Only  in  rare  cases  can  circulation  be  main- 
tained by  any  means  for  more  than  a few  days 
after  the  brainstem  ceases  to  function.  The 
patients  destined  for  long  term  coma,  neces- 
sarily those  with  brainstem  function,  are  not 
dead  under  this  law.  Their  support  continues. 
But  has  this  law  made  matters  worse  than 
they  were  before?  Yes,  because  the  battle  was 
fought  and  the  issue  was  laid  to  rest  in  the 
mistaken  belief  that  the  goal  had  been 
achieved.  It  will  be  a long  time  until  the  next 
try. 
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Such  tests  point  out  the  fact  that  more 
familial  testing  is  needed,  even  before  preg- 
nancy commences.  The  problem  is  that  the 
release  of  information  on  at-riiSk  individuals  in 
a family  could  bring  on  strained  familial 
relationships.  Screening  usually  is  started 
after  the  onset  of  a medical  problem  in  the 
family,  such  as  a newborn  with  birth  defects, 
miscarriage,  inahihty  to  conceive,  or  a family 
member  who  in  later  life  is  di^overed  to  have  a 
debilitating  genetic  syndrome.  In  these 
cases,  it  is  not  unusual  for  families  to  cooperate 
with  screening  procedures.  Should  everyone  be 
tested  before  they  are  allowed  to  produce 
children?  Should  whole  famihes  be  tested, 
even  if  there  are  unwilling  members? 

Another  aspect  of  screening  that  has 
received  some  attention  is  that  of  potential 
harm  to  individuals  and  to  society  at  large 
from  afflicted  individuals,  such  as  47,  XXY 
and  XYY  males.  Because  the  phenotypic 
effects  of  these  and  other  such  chromosome 
patterns  are  not  uniform,  questions  have  been 
raised  concerning  the  wider  applicability  of 
such  information.  Should  studies  on  these 
conditions  be  allowed  to  continue?^’^ 

In  studies  such  as  linkage  analysis  with 
Huntington  families,  potential  harm  could  be 
come  to  the  psyche  of  family  members  who 
previously  had  been  aware  of  the  possibility  of 
contracting  the  disorder,  and  now  are 
informed  they  are  almost  certain  to  develop  it 
if  they  live.^  Do  they  have  the  right  not  to 
know?  With  the  progress  being  made  in  genetic 
screening,  it  is  likely  that  a teat  for  finding  out 
who  is  at  risk  for  developing  a maUgnancy  will 
be  available  in  the  near  fiiture.  Employers  and 
insurance  carriers  may  claim  the  right  to  be 
informed  of  these  conditions.  Will  insurance 
companies  and  employees  who  provide  health 
insurance  have  to  play  Russian  roulette  with 
their  insurance  dollars?  Affected  individuals 
and  some  professionals  may  argue  that  such 
information  is  confidential  and  should  not  be 
made  available  without  express  permission, 
appropriate  explanations,  and  qualifications. 
Should  an  employer,  however,  have  the  right 
to  know  whether  a prospective  «nployee  is  fit 
to  undertake  a specific  job? 

While  the  genetic  screening  of  consenting 
individuals  who  wish  to  have  children  free 
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from  debilitating  conditions  is  one  matter,  it 
seems  that  screening  prospective  employees 
for  potential  health  or  job-related  risks  is 
another  matter  entirely.^ 

PUBLIC  POUCY 

The  ethical  stumbling  block  of  withholding 
treatment  on  severely  afflicted  individuals  is 
critically  affected  by  medical  genetic  screen- 
ing procedures.  When  should  this  scareening 
option  begin?®  Should  members  of  sodety  be 
screened  premaritally,  preconception,  post- 
birth, during  infancy,  or  later  in  life?  Who 
should  decide?  What  stage  is  most  important? 
If  a couple  is  seriously  considering  marriage 
and  is  found  to  have  a 25%  chance  of  having  an 
affected  child,  should  they  be  allowed  to  marry 
and  have  a family?  What  if  the  risk  is  even 
higher?  Who  would  regulate  this?  It  should  be 
noted  here  that  in  most  states,  marriages 
between  first  cousins  are  not  permitted,  and  if 
residents  of  a state  go  to  another  jurisdiction  to 
marry,  they  are  held  liable  by  the  original  state 
of  their  residence.  It  should  also  be  noted  that 
for  most  couples,  knowledge  of  genetic  defects 
is  not  available  at  the  time  they  conceive. 

We  do  control  transmission  of  certain  com- 
municable disorders,  and  have  the  right  to 
sterilize  individuals  who  are  incapable  of 
having  a family.  Is  this  ethical?  Who  decides 
which  individuals  are  incapable?  We  have 
limited  resources  on  this  planet,  so  why  not 
limit  the  number  of  afflicted  individuals  who 
require  extensive  and  continuous  care  to 
survive?  Presently,  many  prospective  parents 
would  rather  do  their  own  limiting  by  deciding 
not  to  continue  with  a pregnancy  in  the  event 
the  fetus  is  found  to  have  severe  anomalies. 
Should  that  option  be  taken  away? 

One  of  the  difficult  decisions  facing  parents, 
health  care  professionals,  and  geneticists  is 
deciding  on  continuation  of  life  support 
systems  when  the  diagnosis  or  suspicion  of  a 
“lethal”  syndrome  has  been  made  on  a new- 
born. Generally,  if  there  are  strong  indications 
of  lethal  syndromes,  such  as  trisomies  of  13, 18 
or  21  chromosomes,  thanatophoric  dwarfism, 
Lesch-Nyham  syndrome,  or  Duchenne’s  Mus- 
cular Dystrophy,  to  name  a few,  efforts  to 
prolong  survival  or  delay  the  time  of  death  are 
not  undertaken.®^i2  Still,  the  hterature  has 
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many  references  to  the  prolonged  survival  of 
afflicted  patients.  We  have  found  in  our 
experience  with  numerous  families  that  after 
explaining  the  role  of  such  anomalies  in  mis- 
carriages and  stillbirths,  that  if  the  pregnancy 
goes  full  term,  the  practice  of  not  prolonging 
the  agony  and  misery  of  life  is  justified.  These 
situations  are  in  many  ways  similar  to  the 
general  problem  of  euthanasia  in  the  hope- 
lessly ill  elderly.  There  has  been  much  dis- 
cussion about  the  pros  and  cons  of  surgery  in 
Down  syndrome  patients.  Prolongation  of  life 
' in  and  of  itself  is  sometimes  practiced,  but  it  is 
' a practice  which  should  be  questioned  in  each 
: and  every  patient.  With  the  increasing  sophis- 
tication of  medical  technology,  it  may  soon 
; become  possible  to  prolong  any  life  indef- 
! initely.  To  what  purpose? 

j Those  of  us  who  are  in  the  field  of  genetic 
I consultation  and  counseling  know  how  varied 
I individuals’  responses  are  to  risk  estimates 
! and  degrees  of  severity  of  genetic  syndromes. 
I We  feel  strongly  that  our  mission  should 
I include  the  need  to  fulfill  the  wishes  of  a couple 
[{  to  have  a complete  and  healthy  family  as 
I much  as  possible.  The  basic  reason  individuals 
come  to  a geneticist  is  that  they  have  had 
problems  in  having  a family,  and  they  have  an 
overwhelming  desire  to  rectify  the  problem.  It 
! is  our  goal,  then,  to  help  them  understand 
I what  the  chances  are  for  them  to  have  a 
' healthy  family. 

MANAGEMENT  OF  SEVERELY  AFFECTED 
PATIENTS 

I The  last  few  decades  have  seen  great  strides 
in  medical  practices  worldwide.  Along  with 
these  changes  have  come  a better  under- 
standing of  genetic  disorders,  including  chro- 
mosomal disorders.  Not  only  have  we  learned 
to  identify  them,  but  we  know  much  more 
about  their  pathophysiology  and  we  are  still 
learning  about  their  natural  histories.  With 
these  changes  have  come  some  of  the  problems. 

For  some  time  now  we  have  been  able  to 
diagnose  severely  affected  fetuses  due  to  their 
chromosome  make-up,  genetic  disorder,  or 
developmental  problems.  One  of  the  greatest 
advantages  about  the  information  explosion 
on  genetic  syndromes  is  the  value  of  predict- 
ability of  the  future  course  of  afflicted  patients. 


In  that  way,  patients  who  suffer  from  certain 
defects  can  trace  the  course  of  others  with  the 
same  complaint,  such  as  Toulouse  Lautrec, 
who  had  pychdysostosis,  or  the  blind  singers 
Ray  Charles  or  Stevie  Wonder. 

Theoretically,  just  about  any  kind  of  defect 
can  be  argued  to  have  educational  values. 
Therefore,  a child  with  skeletal  anomalies  can 
still  be  perceived  as  a productive  member  of 
society.  However,  if  parents  so  choose,  they 
should  have  the  option  of  terminating  a 
pregnancy  when  a fetus  is  known  to  have  a 
debilitating  condition.  The  raising  of  an 
affected  individual  is  a terrible  burden  finan- 
cially, emotionally,  and  physically.  The 
presence  of  a handicapping  condition  in  a 
member  of  the  family  creates  problems  for  all. 
If  a couple  decides  not  to  continue  the  preg- 
nancy to  avoid  these  burdens,  many  would 
agree  that  the  perogative  should  be  available 
to  them.i^ 

Whether  one  should  uniformly  apply  the 
same  standard  after  the  birth  of  such  an 
individual  is  debatable.  A strong  argument 
could  be  made  in  favor  of  withholding  some 
forms  of  medical  treatment  and  life  support 
systems  in  severely  affected  individuals.  Man- 
agement in  the  neonatal  period  is  critical. 
“Prolonging  death”  is  of  little  benefit.  Even 
with  treatments,  the  prognosis  of  many 
afflicted  patients  is  bleak.  Appropriate  per- 
missions need  to  be  obtained  for  certain  pro- 
cedures. There  was  much  controversy  over  the 
parental  decision  of  a Down  syndrome  patient 
do  without  a surgical  procedure  which  would 
have  alleviated  an  immediately  life-threaten- 
ing situation.  The  parents  elected  not  to 
interfere  and  succeeded  in  preventing  phy- 
sicians from  performing  the  surgery.  The 
infant  subsequently  was  allowed  to  die  slowly. 
The  upbringing  of  any  child  is  time  consum- 
ing, expensive,  and  a full  time  avocation.  To 
force  parents  to  perform  a miracle  by  raising  a 
Down  syndrome  child  is  a heavy  sentence  and 
an  imposition  on  the  rest  of  the  family.  We  can 
argue  quite  justifiably,  that  Down  syndrome 
individuals  are  affectionate,  lovable,  and 
warm,  but  rearing  them  exacts  a severe  toll.  If 
fate  has  dealt  a bad  hand  and  a couple  wishes 
to  have  a better  deal,  perhaps  they  should  be 
allowed  to  have  another  chance. 
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SUMMARY 

Ethical  issues  are  raised  whenever  we  face 
decisions  involving  prolongation  of  life,  pro- 
creation of  life,  termination  of  a pregnancy,  or 
life  prolongation  through  the  use  of  life-support 
systems.  Hanging  in  balance  are  the  benefits 
and  the  costs  of  such  decisions  to  the  other 
members  of  the  immediate  family. 

I have  attempted  to  discuss  how  some 
decisions  in  our  lives  and  work  can  be  influ- 
enced by  the  developments  in  medical  genetics. 
Technical  advances  in  prenatal  detection  and 
linkage,  information  and  delineation  of  syn- 
dromes will  undoubtedly  influence  our  outlook 
concerning  the  management  of  problems  that 
will  develop  with  such  patients. 

What  does  the  future  hold  for  ethical  consid- 
erations in  medical  genetics?  Databases  and 
information  storage  facilities  will  breed  ques- 
tions about  the  accessibility  of  data  which 
may  be  detrimental  to  an  individual  but  ad- 
vantageous to  society  at  large.  Decisions  on 
what  to  do  with  the  increasing  knowledge 
concerning  genetic  defects  will  have  to  be  dealt 
with  once  and  for  all.  Rational  discussion 


and  informed  decisions  will  be  expected  from 
an  educated  society  on  such  difficult  issues. 
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Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR:  NORMAN  B.  ROBINSON,  M.D. 
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WE  SHOULD  HAVE  LET  HER  GO 

Felled  on  the  road  of  life  by  a stroke, 

She  tarried  where  she  fell. 

We  fed  her,  caddied  urine,  wiped,  and  waited. 

Two  toes  died  first,  then  half  the  foot. 

We  could  have  let  her  go; 

Instead  we  cut  it  off  (above  the  knee). 

Her  station  on  the  road’s  unchanged; 

We  didn’t  move  her  back,  or  off  (except  her  blackened  foot). 

I think  we  thwarted  life,  which  has  to  end,  not  death. 

Death’s  sitting  there  beside  her  now. 

His  pocket  holds  one  foot. 

His  fingers  cool  the  one  that’s  left. 

We  should  have  let  her  go. 

Bernadine  Z.  Paulshock,  M.D. 

Reprinted  by  permission  from  New  England  Journal  of  Medicine,  April  23, 1981, 
Vol  310,  p 1050. 


Universitq  of  /Wariilond 
School  of  /Wedicine 

June  1967- OCE AIM  CITY  /VKAIIYLAIMD 

■ 6TH  ANNUAL  SYMPOSIUM  ON  OBSTETRICS  & GYNECOLOGY 
June  4-6,  1987  at  the  Sheraton  Fontainebleau  Inn  & Spa,  Ocean  City,  Md 
Course  Directors  : Marcos  J.  Pupkin,  M.D.,  Professor  OB/GYN 

Edmund  B.  Middleton,  M.D.,  Clinical  Associate  Professor  OB/GYN 

■ 13TH  ANNUAL  FAMILY  MEDICINE  REVIEW  COURSE 
June  21-27,  1987  at  the  Carousel  Hotel,  Ocean  City,  Md 

Course  Director:  Frank  R.  Claudy,  M.D.,  Assistant  Professor  of  Family  Medicine  | 

■ DERMATOLOGY  DAYS 

June  25-27,  1987  at  the  Carousel  Hotel,  Ocean  City,  Md 
Course  Director:  Joseph  W.  Burnett,  M.D.,  Professor  of  Medicine 

Sponsored  By  The  ; Department  of  Obstetrics  & Gynecology,  Department  of  Family  Medicine,  and 
the  Division  of  Dermatology,  Department  of  Medicine,  University  of  Maryland  School  of  Medicine 

These  courses  are  designed  to  update  the  practitioner  on  some  of  the  most  effective  methods 
of  diagnosis  and  management  in  patient  care.  They  will  provide  comprehensive  up-to-date  exposure 
to  the  many  problems  as  well  as  current  trends  involved  in  each  subject  area. 


For  further  information  contact: 

Program  of  Continuing  Education,  University  of  Maryland  School  of  Medicine 
10  S.  Pine  Street,  Suite  300,  Baltimore,  Maryland  21201 . (301 ) 328-3956. 
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INVITATION  TO  EXHIBIT 
198th  ANNUAL  MEETING 
MEDICAL  SOCIETY  OF  DELAWARE 

Applications  for  SCIENTIFIC  EXHIBITS  for  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  are  invited  by  the  Scientific  Exhibits 
Committee. 

It  is  hoped  the  exhibit  portion  of  the  Annual  Meeting  to  be  held  at  the 
Hotel  du  Pont  in  Wilmington,  November  21,  1987,  will  be  stimulation  to 
demonstrate  scientific  achievement.  Physicians  are  invited  to  apply  now 
for  space.  The  fee  for  exhibit  space  for  members  of  the  Medical  Society  of 
Delaware  is  $175.  All  booths  are  6 feet  wide  and  2]4  feet  deep. 

Mail  applications  to  Robert  C.  Knowles,  M.D.,  Chairman,  Scientific 
Exhibits,  Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilming- 
ton, Delaware  1 9806.  Deadline  for  filing  applications  is  August  1 , 1 987. 


SCIENTIFIC  EXHIBITS 
APPLICATION  FOR  SPACE 

198th  Annual  Meeting,  Medical  Society  of  Delaware 
Hotel  du  Pont,  Wilmington,  Delaware 
November  21,  1987 


1.  Title  of  Exhibit: 

2.  Name(s)  of  Exhibitor(s):  Degree:  

3.  Description  of  Exhibit:  (Attach  a brief  description  telling  the  purpose  of  the  exhibit, 
what  the  exhibit  shows,  and  the  conclusions  reached.) 

4.  Check  for  $1 75  is  enclosed  

I will  mail  my  check  by  August  1 , 1 987  

Name 


Address 
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BIOETHICS  COMMITTEE:  A RESOURCE 
FOR  DIFFICULT  CLINICAL  DECISIONS 


To  the  Editor: 

After  spending  almost  two  years  of  study 
and  deliberation  as  a member  of  the  Ad  Hoc 
Committee  on  Ethics,  I hope  that  The  Medical 
Center  of  Delaware  will  establish  a Bioethics 
Committee.  This  committee  would  have 
several  purposes:  the  education  of  Center  staff 
in  ethical  considerations,  the  review  of  deci- 
sion-making practices,  assisting  the  medical 
and  dental  staff  in  policies  and  guidelines  on 
ethical  issues,  and  serving  as  a consultation 
resource  for  patients,  families,  and  physicians 
in  making  difficult  ethical  decisions.  This  last 
service  would  be  very  helpful  in  providing 
peace  of  mind  to  those  involved  in  patient  care. 

The  Bioethics  Committee  should  contain  a 
core  of  three  physicians,  a representative  from 
the  Center  administration,  a nurse,  a clergy- 
man, and  a layman.  Members  of  a support 
group  would  include  a neonatologist,  a lawyer, 
a social  worker,  and  an  ethicist.  Represen- 
tatives of  particular  interest  groups  such  as  the 
handicapped  would  be  consulted  as  needed. 

Consultations  with  the  Bioethics  Committee 
should  not  be  mandatory  and  would  come  only 
after  the  case  had  been  thoroughly  discussed 
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and  reviewed  in  a patient  care  conference. 
Patients,  families,  and  physicians  should  be 
able  to  consult  with  the  committee  when  faced 
with  making  difficult  ethical  decisions.  More 
frequently,  these  cases  would  normally  involve 
questions  of  resuscitation,  withholding  treat- 
ment, or  withdrawing  life  support  systems. 

Death  is  an  inevitable  part  of  life.  Patients 
have  a legal  and  moral  right  to  govern  their 
medical  care,  including  their  death.  There 
comes  a time  in  the  care  of  a dying  patient 
when  it  is  wrong  as  well  as  useless  to  resist  the 
coming  of  death.  While  competent,  the  patient 
may  have  indicated  that  he  does  not  wish  his 
life  to  be  prolonged  by  artificial  means.  In 
cases  where  the  patient  has  not  or  could  not 
make  decisions  concerning  his  treatment,  the 
spouse,  parent,  child,  or  court  appointed 
guardian  may  make  the  decisions  for  him.  The 
committee  could  be  there  to  help  those  at  the 
Center  who  have  this  decision  to  deal  with. 

Comforting  the  dying  patient  alleviates  fears 
of  abandonment.  In  the  case  of  comatose 
patients,  the  physician  would  concentrate  his 
energies  towards  helping  the  patient’s  family. 
As  a sign  of  the  continuing  care  of  the 
physician,  it  has  been  suggested  that  the 
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order,  “Care  and  Comfort  Only”  replace 
“DNR”  or  “No  Code”  on  the  order  sheet  when 
resuscitation  is  to  he  withheld.  This  would 
underline  the  fact  that  the  care  and  comfort  of 
the  patient  is  the  crux  of  the  healing  arts. 

If  the  decision  is  made  to  withhold  CPR  or 
life  support  systems,  the-  physician’s  duty  is 
far  from  over.  Physicians  should  not  he  judged 
solely  on  the  manner  in  which  they  prevent 
death,  hut  also  for  the  manner  in  which  they 
care  for  their  patients  and  the  patients’ 
families.  Every  physician’s  training  should 
include  premortem  care.  The  committee  could 
be  of  great  service  in  these  cases. 

Difficult  bioethical  decisions  such  as  those 
involving  resuscitation  are  made  every  day. 
The  other  members  of  the  Ad  Hoc  Ethics 
Committee  and  I hope  that  the  Bioethics  com- 
mittee can  heighten  the  awareness  of  ethical 
questions  through  education,  would  assist  in 
the  standardization  and  regulation  of  ethical 
issues  with  policies  and  guidelines,  and  would 
help  to  support  patients,  families,  and  physi- 
cians in  making  specific  bioethical  decision. 

Henry  H.  Stroud,  M.D. 

THE  ESTABLISHMENT  OF  AN  ETHICS 
COMMITTEE  AT  THE  MEDICAL  CENTER  OF 
DELAWARE 

To  the  Editor: 

Having  been  on  the  Ad  Hoc  Committee  for 
Ethics  at  The  Medical  Center  for  about  11/2 
years,  it  seems  to  me  that  without  question, 
such  a committee  can  only  be  of  help  to  the 
professional  staff.  At  the  very  least,  committee 
members  could  lend  a sympathetic  ear  to  those 
who  are  encountering  difficult  problems  in  the 
management  of  patients  with  life  threatening 
conditions. 

All  of  us  at  one  time  or  another  face  this  kind 
of  problem  and  often  we  are  left  alone, 
struggling  with  the  best  form  of  treatment  for 
a patient,  or  what  would  be  the  best  way  to 
cope  with  the  difficulties  for  the  patient  and 
the  family  as  life  draws  to  an  end.  Since  the 
submission  of  cases  and  committee  recom- 
mendations would  be  entirely  voluntary,  it 
would  seem  that  such  a committee  would  offer 
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only  help,  and  no  threat  to  the  physician  who 
is  seeking  support. 

With  a broadly  based  committee,  there 
would  be  professionals  in  a variety  of  fields 
who,  with  their  knowledge  and  their  compas- 
sion could  contribute  to  the  resolution  of 
difficulties,  and  would  be  of  tremendous 
support  to  physicians.  In  addition,  this  sort  of 
group  could  be  a real  asset  to  The  Medical 
Center  in  helping  to  train  both  the  newly 
graduated  doctors  and  those  who  have  been  in 
practice  for  some  time  but  have  run  into 
difficult  situations  and  found  it  tr3dng  and 
frustrating  to  resolve  the  many  questions 
which  had  been  raised. 

It  has  been  our  feeling  from  the  first  that  this 
sort  of  committee  should  be  strongly  oriented 
toward  teaching.  I can  only  think  that  a 
committee  of  this  sort  would  be  of  great  help  to 
doctors,  nurses,  patients,  and  their  families 
and  for  that  reason  I strongly  support  its 
institution. 

Charles  L.  Minor,  M.D. 


MEDICAL 

DIRECTOR 


Outstanding  opportunity  for  an  experienced 
Physician  in  Occupationai  Medicine  or  Famiiy 
Practice  to  join  our  company,  headquartered  35 
miies  west  of  Phiiadeiphia.  We  are  seeking  a 
Physician  with  a minimum  i6  years  experience. 
Lukens,  inc.  provides  diverse  products  and  services 
to  the  industrial,  energy,  transportation,  construc- 
tion, and  defense  markets.  We  offer  a highly 
competitive  compensation  and  benefits  package 
including  an  excellent  relocation  plan.  If  interested, 
please  send  your  Curriculum  Vitae  with  salary 
history  to: 


LUKENS,  INC. 

Dale  B.  Cansler 
Employment  Manager 
Coatesville,  PA  19320 

Equal  Opportunity  Employer  m/1 
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CLARIFY  “NO  CODE  BLUE" 

To  the  Editor: 

The  rapid  advances  in  medical  technology 
have  created  new  ethical  problems  in  the  care 
of  patients  who  are  critically  ill.  Life  can  be 
prolonged  extensively  by  the  aid  of  equipment 
and  medications.  Since  the  advent  of  CPR,  we 
have  progressed  to  performing  this  resus- 
citation on  all  patients  who  die.  A special 
physician  order  is  required  now  NOT  to  per- 
form CPR  resuscitative  measures.  These  orders 
can  be  a source  of  confusion  for  nurses.  The 
potential  for  mistakes  is  created  by  the  ambi- 
guity of  the  so-called  “No  Code  Blue”  order.  As 
an  ICU  nurse  for  five  years,  I have  taken  part 
in  many  Code  Blue  situations.  I agree  that  “No 
Code  Blue”  orders  have  a place  in  today’s 
medical  care  repertory;  but  problems  arise  by 
the  frequent  lack  of  clarification  in  these 
orders.  I have  seen  the  order  “No  Code  Blue” 
mean  any  or  all  of  the  following: 

1.  No  further  treatment  for  the  patients, 
including  labwork,  antibiotics,  cardiac  or 


pressor  agents,  CPR,  etc.  These  patients 
usually  do  not  remain  in  the  ICU. 

2.  Chemical  Codes.  The  patient  may  be 
given  any  or  all  medications  but  no  CPR, 
intubation,  or  defibrillation  should  be  per- 
formed. 

3.  No  chest  compressions.  The  patient  may 
receive  all  treatments  to  the  point  where  chest 
compressions  are  required  to  maintain  circu- 
lation. 

4.  No  intubation.  The  patient  may  have 
chest  compressions  performed,  be  given  med- 
ication, and  may  be  defibrillated,  but  not 
intubated. 

I am  certain  that  this  is  not  an  all-inclusive 
list. 

Many  physicians  have  begun  to  specify 
exactly  what  may  or  may  not  be  done  for  their 
patients.  Others  may  simply  write,  “No  Code 
Blue”  and  assume  that  their  idea  of  its  mean- 
ing is  shared  by  all.  While  nurses  are  now  more 
frequently  seeking  to  clarify  such  orders,  this 
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is  not  always  possible  to  do  in  a timely  manner. 
The  patient  may  code  before  clarification  is 
obtained,  and  more  or  less  may  be  done  for 
that  patient  than  was  intended. 

Nurses  and  physicians  should  work  together 
toward  the  creation  of  understandable  “No 
Code  Blue”  policies  in  the  hospital  setting. 
Such  policies  can  provide  clear  guidance  for 
the  implementation  of  the  “No  Code  Blue” 
order  for  everyone  concerned. 

Angela  DiSabatino,  R.N. 

Ms.  DiSabatino  is  a nurse  at  The  Medical 
Center  of  Delaware,  and  a member  of  the  Ad 
Hoc  Committee  on  Ethics  at  The  Medical 
Center  of  Delaware.  Other  members  are: 
Maurice Liebesman,  M.D.,  Chairman;  Stephen 
H.  Franklin,  M.D.;  James  M.  Hofford,  M.D.; 
Charles  L.  Minor,  M.D.;  Allston  J.  Morris, 
M.D.;  Peter  D.  Schindler,  M.D.,  and  Henry  H. 
Stroud,  M.D 


BREAST  CANCER  CAMPAIGN 


To  The  Editor: 

One  of  the  most  serious  public  health 
problems  of  the  country  continues  to  be  breast 
cancer.  This  year  it  is  the  American  Cancer 
Society’s  attempt  to  raise  public  awareness  of 
this  problem,  and  the  measures  that  can  be 
taken  to  reduce  cancer’s  morbidity  and  mortal- 
ity, by  increasing  the  use  of  techniques  that 
are  well  known  for  their  ability  to  detect  breast 
cancer  in  the  early  phases. 

Low  dose  mammography  is  widely  available 
throughout  the  state  of  Delaware,  although  its 
cost  continues  to  be  a major  deterrent  to  the 
utilization  of  this  technique  as  a screening 
tuol.  The  value  of  mammography  needs  no 
elaboration.  Monthly  breast  self-examination 
plus  a physical  breast  exam  by  a physician 
constitute  the  other  elements  of  the  triad  of 
early  diagnosis. 

This  spring  therefore,  the  American  Cancer 
Society  is  embarking  on  a program  addressing 
all  the  elements  of  this  issue  through  profes- 
sional and  public  education  with  the  help  of 
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radio  and  television  campaign  covering  New 
York,  New  Jersey,  Pennsylvania  and 
Delaware. 

I 

On  Saturday,  April  4,  1987,  the  American  ! 
Cancer  Society  will  co-sponsor  with  the 
Women’s  Imaging  Center  of  Delaware  an 
update  conference  on  diagnosis  and  manage- 
ment of  breast  cancer.  This  will  be  an  all 
morning  meeting  starting  at  8:30  a.m.  and  i 
held  at  the  Delaware  Academy  of  Medicine. 
Mammography  and  Ultrasound  Imaging  will 
be  discussed  as  well  as  Surgery  and  Radiation 
Therapy  for  breast  cancer.  Programs  are  being 
mailed  to  all  physicians  in  the  state  and 
several  surrounding  counties. 

During  our  annual  house  to  house  fund- 
raising campaign  in  April,  literature  about 
breast  cancer  and  mammography  will  be  dis- 
tributed by  volunteers  to  each  home  visited. 

Work  is  in  progress  for  a campaign  on  breast 
cancer  during  May  involving  television /radio 
stations  and  the  press  as  well  as  cooperating 
hospitals  which  will  provide  physical  exam-  j 
inations,  training  in  BSE  and  low  cost  mam- 
mograms for  asymptomatic  women  who  have 
not  had  a mammogram  previously.  | 

Ruben  A.  Teixido,  M.D.  ' 


CLARIFICATION  ! 

To  the  Editor  ! 

J 

In  my  editorial,  “Involuntary  Commitment  J 
in  Delaware-Never  the  Same  Again?”  which  ; 
appeared  in  the  January,  1987  issue  of  the 
Delaware  Medical  Journal,  a word  was  added 
in  one  of  my  sentences,  which  makes  a world  , 
of  difference.  The  sentence  in  question  should  ! 
read:  “A  way  out  might  be  to  develop  a new  j 
statute  in  which  patients  who  are  dangerous 
in  the  T ar  asoff  or  Durlinger  sense  of  the  word, 
the  narrow  ‘lethal’  sense,  would  be  committed  ; 
by  the  court.”  I hope  this  clears  up  any  , 
confusion. 


David  E.  Raskin,  M.D. 
Del  Med  Jrl,  March  1987— Vol.  59,  No.  3 


IN  BLACK  AND  WHITE 


Dennis  R.  Witmer,  M.D.,  Photographic  Editor 


Abstract:  Tree  in  snow 
Contributed  by  Dougios  Bugel 
The  Medical  Center  of  Delaware 
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We  can  help  you 
get  to  the  heart 
of  the  problem 


are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holier  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


liL  OIRDMC 
H DMGNOSTIC 
^ CENTER 


Wilmington,  DE  19808  Wilmington,  DE  19810 


When  cardiac  testing  and  evaluation 


Suite  214 


Unit  25 


Limestone  Medical  Center  The  Commons 
1941  Limestone  Road  3520  Silverside  Road 


Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


CONSENT  TO  TREATMENT,  by  F.A. 
Rozovsky.  Boston,  Little,  Brown  and  Com- 
pany, 1984.  Price  unavailable. 

This  book  is  written  by  a lawyer,  and 
succeeds  in  providing  both  lawyers  and  physi- 
cians with  a comprehensive  guide  to  informed 
consent.  The  format  and  citations  are  more 
typical  of  legal  than  medical  books,  but  it  still 
reads  quite  easily. 

Physicians  by  now  are  well  aware  that 
informed  consent  is  not  a piece  of  paper. 
Rather,  it  is  a process,  or  dialogue,  wherein  the 
patient  is  helped  to  understand  the  nature  of 
his  specific  medical  problem.  Informed  consent 
includes  a discussion  of  the  diagnosis  and  of 
the  reasons  for  suggesting  one  or  another 
treatment  option.  The  patient  should  be  helped 
to  understand  the  likelihood  of  success,  the 
possible  risks,  alternative  treatments,  and  the 
likely  outcome  if  no  treatment  is  undertaken. 
The  communication  constituting  the  consent 
cannot  be  equated  with  the  consent  form,  but 
the  form  is  useful  in  documenting  the  trans- 
actions that  preceded  it. 

Special  selections  of  the  book  are  dedicated 
to  prisoners,  minors,  women  and  reproductive 
matters,  mental  illness,  the  right  to  refuse 
treatment,  research  and  experimentation. 


organ  donation,  and  autopsy.  The  book  goes 
into  great  detail  regarding  the  wide  variety  of 
circumstances  that  may  underlie  and  surround 
the  informed  consent.  In  this  light,  there  is 
greater  emphasis  on  prevention  of  problems 
than  on  litigation.  This  is  especially  timely  in 
today’s  atmosphere  of  assertiveness  and 
increasing  awareness  of  individual  rights. 

Stephen  H.  Franklin,  M.D. 


ETHICS  AND  REGULATION  OF  CLINICAL 
research,  by  Robert  J.  Levine.  Baltimore, 
Urban  & Schwarzenburg,  1981. 299  pp.  Price 
unavailable. 

Clinical  research  involving  human  and 
animal  subjects  has  been  the  scaffold  on  which 
advances  in  medicine  have  been  made  and  will 
continue  to  be  made.  One  wonders  what  are 
the  harms  and  benefits  of  clinical  research  on 
the  subjects?  What  are  the  obligations  imposed 
on  the  researcher  by  law? 

This  book  is  a survey  of  the  ethical  and  legal 
duties  of  the  clinical  researcher.  The  book 
begins  by  providing  an  account  of  the  basic 
terms  and  concepts  used  in  discussing  the 
ethics  and  regulation  involving  research  on 
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human  subjects.  The  next  several  chapters 
explore  the  various  aspects  of  clinical  research; 
balance  the  harms  and  benefits,  selection  of 
subjects,  informed  consent,  compensation  for 
research  induced  injuries,  etc.  The  author 
further  discusses  judgement  issues  and  vulner- 
ability of  dependent  people,  prisoners,  children 
and  fetuses  as  subjects. 

This  book  seems  to  be  directed  more  towards 
the  members  of  the  Institutional  Review 
Boards  than  the  clinical  researcher,  and  will 
be  especially  valuable  to  any  person  who  is  a 
member  of  such  a board.  It  will  help  to 
safeguard  the  rights  and  welfare  of  human 
subjects.  It  will  also  guide  clinical  researchers 
through  the  complicated  framework  of  ethical 
and  legal  issues. 

Chhaya  S.  Chaudhary,  M.D. 

DEATH  OF  A KAISER,  by  J.  I.  Lin,  M.D. 
Dayton,  Ohio,  Landfall  Press,  Inc.  Price:  $7.45 

This  small  book,  written  by  a physician,  is 
an  absorbing  blend  of  history  and  medicine, 
dealing  as  it  does  with  a royal  illness  and 
untimely  death  which  may  fairly  be  said  to 
have  radically  altered  the  course  of  European 
history  in  modern  times.  It  concerns  Friedrich 
Wilhelm  of  Prussia,  known  as  Frederick  III  or 
“Fritz”,  Second  Emperor  of  The  United  Ger- 
many and  father  of  Wilhelm  II  of  World  War  I 
infamy.  He  was  gentle,  kindly  man,  son-in-law 
of  Queen  Victoria  of  England,  and  dreamed  of 
developing  a constitutional  monarchy  in 
Germany  patterned  after  the  English  model. 
However,  his  father  lived  to  a ripe  old  age,  and 
before  Friedrich  ascended  to  the  throne  he 
developed  a carcinoma  of  the  larynx.  Much  of 
the  book  deals  with  the  controversies  between 
the  German  and  the  English  physicians  over 
the  diagnosis  and  management  of  this  lesion. 
He  died  after  reigning  for  only  99  days,  and 
was  succeeded  by  the  vain  and  head  strong 
Wilhelm  II  who  reigned  for  30  years  as  Kaiser 
until  his  abdication  in  the  closing  days  of 
World  War  I.  The  book  recreates  the  colour  and 
ambience  of  the  closing  decades  of  the  19th 
century.  It  is  well  written,  reads  easily  and  is 
difficult  to  put  down  once  you  have  started  it. 

John  M.  Badr,  Esq. 


COMPUTERIZED 
HEARING  AID 
DISPENSING 


• HEARING  EVALUATIONS 

• PURE  TONE  AUDIOMETRY 

• SPEECH  AUDIOMETRY 

• TYMPANOMETRY 

• ELECTRONYSTAGMOGRAPHY  (ENG) 

• AUDIOMETRIC  BRAINSTEM  RESPONSE 
TEST  (ABR) 

• INDUSTRIAL  CONSERVATION  HEARING 
PROGRAM 

• HEARING  AID  DISPENSING 

• SPEECH  AND  LANGUAGE  PATHOLOGY 

• SWIM  EAR  MOLDS 


NEW  CASTLE  • HEARING  • SPEECH  • VESTIBULAR  CENTER 

GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  1978 

700  North  Clayton  Street  Suite  202  • 621  Delaware  Street 
Wilmington,  Delaware  19805  Newcastle,  Delaware  19720 
Tel.  (302)  658-3891  Tel.  (302)  322-5707 

Owner;  Emilio  R.  Valdez,  Jr.,  M.D. 
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MEDICAL  MANAGEMENT  OF  THE 
REGIONAL  MUSCULOSKELETAL  DISEASES, 
by  Norton  M.  Hodler,  M.D.  Grune  and 
Stratton,  Orlando,  Florida,  1 986. 323  pp.  Ulus. 
Price:  $34.50. 

Given  the  frequency  of  complaints  con- 
cerning backache,  neck  pain,  and  disorders  of 
the  upper  and  lower  extremities  in  a non- 
surgical  practice,  I feel  that  every  internist 
and  family  physician  should  invest  in  this 
book.  I am  sure  they  would  find  their  invest- 
ment worthwhile.  In  addition,  it  should  be 
mandatory  reading  for  all  medical  students. 

The  book  starts  with  an  extremely  readable 
and  helpful  chapter  by  Dr.  Hadler  on  the 
diagnosis  and  treatment  of  low  back  pain. 
This  is  followed  by  an  excellent  discussion  of 
“the  interface”  between  the  clinical  concept  of 
low  back  pain  and  the  workers  compensation 
and  disability  Social  Security  insurance  pro- 
grams. The  text  then  discusses  disorders  of  the 
neck  and  upper  extremity.  Cervical  spine  and 
disc  disease  are  clearly  discussed.  The  shoulder 
is  handled  in  a clear  cut  fashion.  Other  local 
entities  in  the  upper  extremity  are  dealt  with, 
including  epicondylitis,  olecranon  bursitis  and 
entrapment  neuropathies.  An  entire  chapter  is 
devoted  to  the  important  carpal  tunnel  syn- 
drome. There  is  an  excellent  review  of  the 
hand  and  the  wrist  and  sources  of  pain  therein. 
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There  is  an  interesting  chapter  dealing  with 
the  interplay  of  medical  issues  and  legal  and 
social  issues  such  as  workmens’  compensation 
and  Social  Security  Disability.  Considerably 
less  time  is  spent  with  the  lower  extremity 
than  the  upper. 

I think  the  book  is  well  worth  more  than  a 
simple  glance.  I can  comment  that  Dr.  Hadler 
is  definitely  opinionated  and  perhaps  this  is 
the  one  problem  I found  with  the  text.  He  is 
superbly  prepared  and  his  opinions  are  well 
substantiated  by  the  existing  literature. 
Unfortunately,  the  existing  literature  for  much 
of  the  regional  musculoskeletal  disorders  is 
lacking  and  therefore  what  stands  out  is  Dr. 
Hadler’s  opinion.  This  is  perhaps  most  notice- 
able in  the  chapters  dealing  with  the  thoracic 
outlet  syndromes  and  the  fibrositis  syndromes. 
Despite  some  heavy-handedness  in  this  area, 
this  unusual  text  is  actually  enjoyable. 

James  H.  Newman,  M.D. 


Two  spacious  offices  in  northern 
suburbs,  ready  for  immediate 
occupancy  for  one  or  two  physi- 
cians or  dentists  — large  waiting 
room  — 3 individual  treatment 
rooms  — patients’  powder  room 
— separate  entrance  — office 
furniture  and  equipment  — and 
house  with  5 bedrooms  — 2 
bathrooms  —living  room,  dining 
room  and  kitchen  — enclosed 
porch  — large  basement  and 
garage  — immaculate  and 
excellent  condition 

Write  for  appointment, 

Box  540, 

Claymont,  DE  19703 
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In  Brief 


IMPAIRED  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
PHYSICIAN  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
PROGRAM  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


David  Platt  For  the  past  four  years,  the  physician  child  of  a local  physician  has 
Lecture  been  the  speaker  at  the  David  Platt  Lecture,  traditionally  held  in  Sept- 

ember. If  you  could  provide  one  for  1987,  please  contact  David  Platt,  M.D. 
at  656-5416. 


Eastern 

Shore 

Medical 

Symposium 


The  10th  Annual  Eastern  Shore  Medical  Symposium,  sponsored  by 
Jefferson  Medical  College,  the  University  of  Delaware,  and  the  Medical 
Society  of  Delaware  will  be  held  June  21-26,  1987  at  Rehoboth  Beach, 
Delaware.  For  more  information,  contact  Sylvia  Brocka  at  University  of 
Delaware,  Division  of  Continuing  Education,  2800  Pennsylvania  Avenue, 
Wilmington,  DE  19806,  or  call  her  at  302-573-4400. 


National 

Organ 

Doner 

Awareness 

Week 


April  26-May  2,  1987,  has  been  declared  National  Organ  Doner  Aware- 
ness Week  to  focus  national  attention  on  the  urgent  need  of  organ 
donation.  Diamond  State  Organ  Donor  Association  will  be  participating 
in  the  special  events  planned.  For  more  information,  call  Norma  Hodge 
at  the  American  Heart  Association,  654-5269. 


39th  MAFP 

Annual 

Meeting 


The  Maryland  Academy  of  Family  Physicians  will  hold  their  39th 
Annual  Meeting  and  Scientific  Sessions  at  Ocean  City,  Maryland,  May 
13-17,  1987.  32.75  hours  of  AAFP  credit  will  be  awarded  to  participants. 
Pre-registration  is  open  until  May  8,  1987.  For  more  information,  call 
MAFP  at  301-659-0640. 
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CHARITY  BEGINS  ON  THE  GOLF  COURSE 


On  behalf  of  the  Board  of  Trustees  of  the 
Society  and  myself,  I would  like  to  invite  each 
of  you  to  join  us  at  the  Du  Pont  Country  Club 
on  June  1-7  to  help  support  the  Ladies’  Profes- 
sional Golf  Association  Championship,  a 
nationally-televised  tournament  with  a record 
breaking  purse  of  $500,000 

The  1987  Tournament  will  donate  $250,000 
to  local  charities  including  the  Leukemia 
Society  and  the  Mary  Campbell  Center,  and 
will  also  provide  funds  for  the  newly  an- 
nounced Ronald  McDonald  Children’s  House 
to  be  constructed  on  the  grounds  of  the  Emily 
P.  Bissell  Hospital. 

The  Board  of  Trustees  has  committed  to 
raise  $9,000  for  a Tournament  Silver  Sponsor- 
ship. From  a golfing  standpoint,  the  Mc- 
Donald’s LPGA  Championship  will  be  and 
outstanding  event.  Not  only  will  the  $500,000 
purse  be  the  largest  on  the  Ladies’  Profes- 
sional Golf  tour  this  year,  but  ABC  television 
will  also  provide  national  network  coverage  on 
Saturday  and  Sunday.  As  a sponsor,  the 
Society  will  benefit  form  this  exposure  as  well 
as  during  the  week  when  the  total  attendance 
is  expected  to  be  in  the  50,000  range. 

A committee  has  been  formed  with  Alfonso 
P.  Ciarlo,  M.D.,  as  chairman.  We  have  set  up  a 
lottery  pool  of  30  tickets,  each  costing  $300.  In 
this  way,  we  can  raise  the  necessary  funds, 
plus  receive  lucrative  prizes  which  then  can  be 
distributed  among  the  winners.  Not  only  is 
this  a worthwhile  cause  for  the  support  of  a 


local  as  well  as  a national  charity,  but  it  can 
give  you  a first-hand  view  of  some  of  the  best 
golfing  available  on  the  LPGA  circuit.  And 
since  the  McDonald’s  Championship  is  a 
501(c)(3)  (tax-exempt  organization),  your  con- 
tribution would  be  deductible  to  the  extent 
provided  under  federal  income  tax  laws.  The 
prize  structure  is  as  follows: 

First  prize:  One  Pro-Am  spot,  10  Good  Any 
One  Day  Tickets  and  attendance  at  the  Sunday 
night  Pairings  Party  at  the  Du  Pont  Country 
Club  and  Tuesday  night  party  following  the 
Tournament. 

Second  prize:  One  Sponsor  Badge,  a golf 
outing  at  the  Wilmington  Country  Club  and 
attendance  at  the  following  party  with 
spouse  on  June  1,  and  10  Good  Any  One  Day 
Tickets. 

Third  prize:  One  Sponsor  Badge  and  10 
Good  Any  One  Day  Tickets. 

Fourth  prize:  One  Clubhouse  Parking  Pass 
and  10  Good  Any  One  Day  Tickets. 

The  remaining  26  chances  will  each  receive  10 
Good  Any  One  Day  tickets. 

Your  participation  will  be  of  inestimable 
benefit  to  the  Medical  Society  of  Delaware  as 
well  as  to  the  children’s  charities  which  benefit 
from  this  tournament.  Checks  should  be  made 
payable  to  McDonald’s  Championship  and 
forwarded  to  the  Medical  Society  of  Delaware. 
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DOCTOR.  PLANNING  TO  RELOCATE? 

If  you  are  moving,  or  planning  to,  please  let  us  know  so  that  you  won't 
miss  a single  issue  of  the  Journal.  Just  fill  out  the  form  and  mail  it  to: 
Medical  Society  of  Delaware,  1925  Lovering  Avenue,  Wilmington,  Del- 
aware 1 9806. 

OLD  ADDRESS: 

NEW  ADDRESS: 

NAME  

NAME  

ADDRESS  

ADDRESS  

CITY  

CITY  

STATE ZIP  CODE 

STATE ZIP  CODE 

TELEPHONE  

TELEPHONE  

DATE  EFFECTIVE 

The  History  of  a Hospital  Merger 
The  Wilmington  Medical  Center  - 1965-1985 

by 

Norman  L.  Cannon,  M.D. 

Order  your  copy  now!  Only  $22.95 
This  is  a book  which  only  Dr.  Cannon  could  have  written. 


He  was  there. 

22  chapters  - 360  pages  - illustrated 

I 1 

1 MAIL  THIS  ORDER  FORM  TO:  j 

I HarpArt  House,  1208  Delaware  Avenue,  Wilmington,  DE  19806  i 

[ Please  send  # copies  of  The  History  of  a Hospital  Merger  to:  ] 

I Name (please  print)  | 

j Address j 

! City State Zip 1 


ADD  $2.00  per  copy  for  postage  and  handling. 

ENCLOSED:  Check  or  money  order  payable  to  HarpArt  House  in  the  amount  of  $ 
No  phone  orders.  Please 

Signature: 
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7.01  RECORDS  OF  PHYSICIANS:  AVAILABILITY  OF  INFORMATION  TO 

OTHER  PHYSICIANS 

The  interest  of  the  patient  is  paramount  in  the  practice  of  medicine,  and 
everything  that  can  reasonably  and  lawfully  be  done  to  serve  that  interest 
must  be  done  by  all  physicians  who  have  served  or  are  serving  the  patient.  A 
physician  who  formerly  treated  a patient  should  not  refuse  for  any  reason  to 
make  his  records  of  that  patient  promptly  available  on  request  to  another 
physician  presently  treating  the  patient.  Proper  authorization  for  the  use  of 
records  must  be  granted  by  the  patient.  Medical  reports  should  not  be 
withheld  because  of  an  unpaid  bill  for  medical  services.  (IV) 

This  has  been  taken  from  the  Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  of  the  American  Medical  Association. 

Provided  as  a service  by  the  Ethics  Committee  of  the  Medical  Society  of 
Delaware. 
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THE  PHILADELPHIA  HEART  INSTITUTE 

of  Presbyterian-University  of  Pennsylvania  Medical  Center 

CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology . . . 

WEDNESDAY,  MAY 6, 1987 

DIAGNOSIS  AND  MANAGEMENT  OF 
SIMPLE  AND  COMPLEX  ARRHYTHMIAS 

20  Minute  Lectures — Questions  and  Answers  (10  minutes) 

MODERATOR:  LEONARD  HOROWITZ,  M.D. 

3:00  to  5:30  p.m.  Diagnosis  and  Therapy  for  Supraventricular  Arrhythmias 

- Harry  Kopelman,  M.D. 

Diagnosis  and  Therapy  for  Ventricular  Arrhythmias 

- Leonard  Horowitz,  M.D. 

Case  Presentations  - Steven  Klier,  M.D. 

• 

Ablation  Procedures  and  Pacemakers  for  Cardiac 
Arrhythmias  - W.  Clark  Hargrove,  M.D. 

Questions  and  Answers  - The  Audience 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

**Wine  and  Cheese  Served  Following  Each  Session** 

Scheie  Eye  Institute  Auditorium 

Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

* The  University  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
Continuing  Medical  Education  to  sponsor  continuing  education  for  physicians.  The  University  of 
Pennsylvania  School  of  Medicine  designates  this  continuing  medical  activity  for  22.5  credit  hours  of 
Category  I of  the  Physicians  Recognition  Award  of  the  AM  A. 
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NEONATAL  SHIGELLOSIS:  A CASE  REPORT 


Anabis  Vera-Gonzalez,  M.D. 

Jane  Perrin 

JoAnn  Rosenfeld,  M.D. 


INTRODUCTION 

Bacterial  pathogens  cause  10-15%  of  all 
infectious  diarrheas  in  the  general  pediatric 
population.  In  children  four  years  old  or 
younger,  at  least  half  of  these  bacterial 
diarrheas  are  caused  by  Shigella}  '^  However, 
in  the  neonatal  population  and  in  nurseries 
where  diarrheal  outbreaks  are  frequent,  fewer 
than  90  cases  of  diarrhea  caused  by  Shigella 
have  been  reported,  far  less  than  the  50% 
expected,  even  in  areas  where  it  is  endemic.^’'* 

Commonly  recognized  pathogens  of  neo- 
natal diarrhea  are  E.  Coli,  Salmonella,  echo- 
virus,  rotavirus  and  adenovirus.^  Nonetheless, 

Dr.  Vera-Gonzalez  is  a Senior  Resident  in  Family  Practice  at  St.  Francis 
Hospital  in  Wilmington 

Ms.  Perrin  is  a fourth  year  medical  student  at  Temple  University  School  of 
Medicine,  Philadelphia. 

Dr.  Rosenfeld  is  Associate  Director  of  Family  Practice  Residency  Program 
at  St.  Francis  Hospital  in  Wilmington 
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Shigella  can  cause  significant  disease  in  the 
newborn,  as  is  demonstrated  in  the  following 
case. 

CASE  REPORT 

M.M.,  a seven  pound  girl,  was  bom  by 
spontaneous  vaginal  delivery  to  a 29  year  old 
G-4,  P-2,  A-2  at  42  weeks  of  gestation.  Prenatal 
history  was  remarkable  for  poor  maternal 
weight  gain,  heavy  smoking,  and  several 
episodes  of  respiratory  infections,  as  well  as 
poor  socio-economic  conditions.  Membranes 
were  ruptured  at  time  of  delivery  and  showed 
moderate  meconium.  The  infant  required 
multiple  endotracheal  suctionings.  Apgar 
scores  were  5 at  one  minute,  6 at  five  minutes 
and  9 at  ten  minutes. 

In  her  first  24  hours  of  life,  M.M.  was  noted 
to  be  slightly  icteric.  She  did  not  have  ABO 
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blood  type  incompatibility.  The  nursing  staff 
also  documented  frequent  and  inadequate 
feedings  by  the  mother,  with  subsequent 
increase  in  stooling  and  some  regurgitation. 
This  was  corrected,  but  the  infant  was  noted  to 
have  eight  stools  in  the  next  24  hours,  with 
hematochezia  reported  when  she  was  36  hours 
old.  After  a soy  based  milk  was  used  for 
feedings,  the  frequency  of  stools  decreased,  but 
became  yellowish  and  seedy.  The  stools 
remained  positive  for  occult  blood  until 
approximately  24  hours  prior  to  discharge. 
Physical  exam  and  vital  signs  remained 
stable.  CBC  was  normal.  At  three  days  of  age, 
she  was  discharged  home  with  her  mother. 

The  following  day  the  mother  complained 
that  the  baby  had  produced  16  stools,  all 
yellowish  and  watery.  A stool  culture  was 
obtained,  and  the  next  day  the  infant  was 
admitted  when  a preliminary  report  showed 
possible  Shigella  species  in  her  stool.  Physical 
examination  remained  unremarkable  except 
for  perianal  irritation  presumed  secondary  to 
diarrhea.  Intravenous  ampicillin  and  fluids 
were  started  and  the  baby  kept  NPO  for  24 
hours.  Laboratory  results  confirmed  Shigella 
sonnei  (group  D)  sensitive  to  all  tested  anti- 
biotics. Fecal  leukocytes  were  seen,  and  the 
WBC  count  was  14,000.  All  the  household 
members  were  cultured  at  this  time.  The 
mother  was  found  to  have  Shigella  sonnei, 
resistant  to  ampicillin.  Upon  further  ques- 
tioning, she  admitted  to  having  several  bouts 
of  watery  diarrhea  for  two  to  three  days  prior 
to  delivery.  Two  weeks  prior  to  this,  two  of  the 
household  children  had  suffered  from  a 
“virus.” 

The  baby  responded  promptly  to  therapy, 
and  was  discharged  after  negative  consecutive 
stool  samples  were  obtained  at  14  days  of  age. 

DISCUSSION 

Shigella,  usually  a common  cause  of  diar- 
rhea in  the  pediatric  population,  is  rarely 
found  in  the  neonate.  Of  all  the  bacterial 
pathogens,  it  requires  the  smallest  innoculum. 
Ingestion  of  only  ten  to  100  viable  bacterial 
cells  are  necessary  to  produce  significant 
disease,  compared  to  a far  higher  number 
required  by  E.  Coli,  Salmonella,  and  V. 
cholerae. 
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In  the  newborn,  the  mode  of  transmission  is 
thought  to  be  the  fecal-oral  route,  by  passage 
through  the  birth  canal.  In  this  case,  fecal-oral 
transmission  was  most  probably  the  way  of 
infection  since  the  mother  was  later  proven  to 
be  an  asymptomatic  carrier  of  Shigella,  and 
the  neonate  showed  signs  of  diarrheal  disease 
within  24  to  36  hours  of  age.  The  incubation 
period  for  Shigella  is  usually  two  to  three  days, 
but  may  vary  from  12  hours  to  eight  days.  It  is 
hard  to  explain  why  the  antibiotic  sensitivities 
of  the  infant’s  Shigella  organism  differed  from 
that  of  the  mother.  However,  since  no  other 
infants  in  the  nursery  or  family,  nor  any 
hospital  personnel  developed  shigellosis,  any 
other  means  of  transmission  is  unhkely. 

Infectious  causes  must  be  considered  as  an 
etiology  for  diarrhea  in  the  newborn  nursery, 
although  of  these  infections,  E.  Coli  and 
Salmonella  are  the  most  common.  Shigella 
must  be  remembered,  especially  since  only 
small  innoculums  are  needed  to  cause  signi- 
ficant neonatal  disease. 
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AN  UNUSUAL  PELVIC  MASS 
IN  A TEN  YEAR  OLD  GIRL 


Susan  C.  Gorondy,  Ph.D.,  M.D. 
Shivdev  Singh,  M.D. 


CASE  REPORT 

A healthy  ten  year  old  Puerto  Rican  girl 
began  experiencing  low  abdominal  psiin  four 
months  prior  to  admission.  She  described  the 
pain  as  sharp,  starting  in  the  back  and 
radiating  bilaterally  to  the  front  of  her  lower 
abdomen.  The  pain  occurred  daily  and  was  not 
related  to  diet,  activity,  urination,  or  bowel 
movements.  Its  duration  varied  from  a few 
minutes  to  several  hours,  and  was  not  relieved 
by  change  of  position. 

The  patient  was  the  result  of  a term  preg- 
nancy complicated  by  maternal  appendec- 
tomy in  the  second  trimester.  She  had  Tanner 
III  development  of  breasts  and  pubic  hair,  but 
had  not  had  menarche,  although  the  patient’s 
mother  had  her  menarche  at  11. 

Initially,  the  girl  was  treated  for  a suspected 
but  not  documented  urinary  tract  infection; 
during  the  follow-up  exam,  she  was  found  to 
have  an  abdominal  mass.  Preoperative  work- 
up included  intravenous  pyelogram,  which 
showed  the  absence  of  the  right  kidney,  and  a 
normal,  functioning  hypertrophic  left  kidney. 
The  urinary  bladder  showed  distortion  due  to  a 
large  pelvic  mass.  A sonogram  of  the 
abdomen  suggested  agenesis  of  the  right 
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kidney  with  compensatory  hypertrophy  of  the 
left.  Figures  la  and  b. 

A preoperative  diagnosis  of  hematome- 
trocolpos  was  made.  At  surgery,  urethrocystos- 
copy  was  performed;  a hemitrigone  with 
absence  of  the  right  ureteric  orifice  was 
visualized.  The  posterior  half  of  the  bladder 
was  displaced  anteriorly  and  to  the  left  by  the 
mass.  Pelvic  exam  under  anesthesia  confirmed 
the  presence  of  the  irregular  mass,  which  was 
larger  on  the  right.  The  vulva  and  vaginal 
introitus  were  normal.  The  vagina  was  drawn 
up  into  the  abdominal  cavity,  and  no  cervix 
could  be  palpated  vaginally.  A cystoscope  was 
used  to  view  the  stretched  vaginal  mucosa;  no 
cervix  could  be  seen  at  the  vaginal  apex. 

Laparotomy  was  performed  with  a low  trans- 
verse incision.  A bicornuate  uterus  with  an 
enlarged  right  portion  measuring  5x7  cm  was 
encountered.  The  left  portion  of  the  uterus  was 
hypoplastic  and  firm.  Both  ovaries,  tubes,  and 
round  ligaments  were  normal.  Figure  2. 
Through  a small  fundal  hysterotomy,  300  cc  of 
hemorrhagic,  thick  brownish  fluid  was  as- 
pirated firom  the  distended  right  uterine  cavity, 
dilated  cervix,  and  upper  vagina.  This  material 
was  cultured  and  the  patient  given  prophy- 
lactic antibiotics.  A Kelly  clamp  was  intro- 
duced through  the  hysterotomy  and  was 
manipulated  through  the  cervix  to  make  a 
bulge  in  the  transverse  vaginal  septum.  Trans- 
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Figure  la 

Transverse  sonogram  of  pelvis  showing 
displacement  of  posterior  wall  of  bladder 
(B),  by  enlarged  uterus  (U). 

vaginally  in  the  septum  an  incision  was  made 
to  create  a 3 cm  stoma.  The  edges  were  sutured 
with  chromic  catgut,  Figure  3.  A drain  was 
placed  up  through  the  stoma  and  cervix  into 
the  right  uterine  cavity.  A second  cervix  was 
not  palpated;  the  firm  left  portion  of  the  uterus 
was  left  intact,  Figure  4.  The  hysterotomy  was 
repaired  in  layers,  and  a left  salpingectomy 
was  performed  to  avoid  subsequent  ectopic 
gestation.  The  abdomen  was  closed  in  layers 
following  copious  pelvic  irrigation  to  prevent 
endometriosis. 

The  patient  had  £m  uneventful  postoperative 
course,  and  was  discharged  on  the  fifth  day. 
She  returned  after  three  months  for  an  exam 
under  anesthesia  and  dilatation  of  the  vaginal 
stoma.  She  has  had  normal,  monthly  men- 
strual periods  since  surgery. 

DISCUSSION 

Cellular  proliferation  in  the  urogenital 
ridges  forms  the  Mullerian  ducts,  and  in  the 
second  month  of  gestation  the  uterus  develops 
by  the  central  fusion  of  these  ducts.  Incomplete 
absorption  of  the  intervening  septum  between 
the  two  Mullerian  ducts  causes  various  degrees 
of  duplication,  such  as  didelphys,  bicornuate 
(unicollis  or  bicollis),  septate  (incomplete  or 
partial),  or  arcuate  uterus.  The  cervix  and 
vagina  are  initially  solid,  but  later  develop  a 
lumen.  As  the  Mullerian  ducts  move  in  a more 
caudal  direction  and  unite,  a dimple  known  as 
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Figure  1b 

Vertical  sonogram  of  pelvis  demonstrating 
uterus  (U)  and  vagina  (V)  filled  with  diffuse 
echogenic  material  causing  dilitation  of  the 
cervix  (C). 

the  urogenital  sinus  forms  between  the  labial 
folds.  As  the  vaginal  vestibule  deepens,  only  a 
cluster  of  cells,  the  Mullerian  tubercle,  remains 
to  divide  the  two  approaching  tunnels.  The 
Mullerian  tubercle  persists  until  birth  and  is 
retained  as  the  hymenal  membrane. ^ A 
transverse  vaginal  septum  may  result  if  the 
embryonic  vaginal  plate,  the  point  where  the 
urogenital  sinus  from  below  meets  the  Mul- 
lerian ducts  from  above,  fails  to  break  down. 
Usually  the  septum  is  less  than  1 cm  thick,  but 
in  some  cases  the  vaginal  plate  fails  to  canalize 


Figure  2 

Intraoperative  photograph  taken  following 
drainage  of  hematometrocolpos  through 
small  fundal  hysteotomy. 
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Figure  3 

Stoma  created  in  transverse  vaginal  septum. 

for  a greater  distance  and  a portion  of  the 
vagina  is  congenitally  absent.^ 

Patients  with  imperforate  hymen  or  trans- 
verse vaginal  septum  usually  present  at 
puberty  with  cyclic  abdominal  pain;  a remark- 
ably large  amount  of  cervical  mucus  and  blood 
may  slowly  accumulate  in  the  vagina,  uterus, 
and  fallopian  tubes  with  minimal  discomfort. 
Such  enlarging  obstructive  lesions  may  cause 
difficulty  in  voiding  or  dysuria.  The  bladder 
base  is  elevated  by  the  underlying  fluid-filled 
vagina,  making  complete  voiding  impossible, 
which  leads  to  stasis  and  infection.^  '’  If 
discovered  in  infancy,  imperforate  hymen  and 
thin  transverse  septa  should  be  incised  to 
prevent  or  relieve  the  obstructive  S3nnptoms  of 
mucocolpos  resulting  from  cervical  secre- 
tions.® 

Of  62  cases  of  hydro  or  hematometrocolpos 
reviewed  by  Spencer  and  Levy,®  42  were  due  to 
imperforate  hymen,  13  to  vaginal  atresia,  and 
only  seven  to  a transverse  vaginal  septum. 
Urinary  tract  anomalies  are  relatively  com- 
mon in  patients  with  transverse  vaginal 
septa,'*  but  are  rare  in  patients  with  imper- 
forate hymen.  Ninety  percent  of  female 


patients  with  unilateral  renal  agenesis  also 
had  major  uterine  anomalies,^  and  37%  of 
patients  with  major  uterine  anomalies  also 
had  concurrent  ipsilateral  renal  agenesis.® 
Urinary  anomalies  were  reported  with  uterus 
didelphys  and  uterus  bicornuate  with  or 
without  a longitudinal  vaginal  septum.®  Ob- 
structive malformations  usually  have  the 
accompanying  renal  agenesis  on  the  ob- 
structed side.®  Two  cases  with  uterus  didelphys 
and  unilateral  hematometrocolpos  were 
treated  by  hemi-hysterectomy  with  buttressing 
of  the  common  intervening  wall  with  muscle 
flaps  from  the  partially  excised  uterus.*® 

The  association  of  Mullerian  duct  malforma- 
tions with  urinary  tract  abnormalities  sug- 
gests that  the  mesonephric  (Wolffian)  duct  is 
crucial  for  metanephric  and  paramesonephric 
(Mullerian)  duct  development.  Experimental 
destruction  of  caudal  mesonephros  in  chicks 
causes  both  renal  Mullerian  abnormalities  on 
the  damaged  side.**  Thus,  a teratogenic  event 
in  the  mesonephric  or  Wolffian  duct  at  seven  to 
nine  weeks  of  gestation  might  cause  complete 
or  partial  absence  of  ureter  and  kidney,  with 
various  associated  Mullerian  anomalies. 
Evidence  for  familial  and  possible  genetic 
etiology  has  been  reported.*®  *® 

A simple  low  transverse  vaginal  septum  and 


Figure  4 

Diagram  of  pelvic  organs. 
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an  imperforate  hymen  can  be  incised  and 
drained  from  below  as  soon  as  a diagnosis  is 
made.i^  Care  must  be  taken  that  the  septum  is 
removed  or  sutured  back  so  that  stenosis  does 
not  narrow  the  opening.  Postoperative  dilita- 
tions  may  be  needed.  In  midvaginal  atresia,  a 
safer  management  is  the  combined  abdomino- 
perineal approach,  which  helps  to  avoid  injury 
to  the  urethra,  or  inadvertent  entry  into  the 
rectum  with  corresponding  fistula  formation.^  is 
An  abdominovaginal  pullthrough  technique 
can  be  used  in  infants  to  correct  high  obstruc- 
tive hydrometrocolpos.i®’!^  With  high,  thick- 
walled  obstructions  or  ovarian  involvement, 
endometriosis,  or  the  need  for  reconstructive 
pelvic  surgery,  the  abdominal  approach  is 
essential. 

Postoperative  care  includes  maintenance  of 
adequate  drainage  through  the  vagina,  as  well 
as  aggressive  prevention  of  stenosis,  which  is 
usually  seen  within  a few  months  after 
surgery.  Long  term  follow-up  includes  observa- 
tion for  endometriosis,  dysmenorrhea  firom  the 
stoma  or  cervical  stenosis,^®  and  vaginal 
stenosis. 

Management  of  subsequent  pregnancies  in 
this  or  in  similar  families  should  perhaps 
include  prenatal  assessment  of  fetal  urinary 
function  to  rule  out  renal  agenesis,  olighy- 
dranmios,  and  pulmonary  hypoplasia,  due  to 
the  possible  genetic  etiology, 

In  the  patient  reported  here,  one  uterine  horn 
was  rudimentary  and  solid.  A decision  was 


made  to  leave  the  vestigal  horn  attached  to  the 
functional  horn  to  minimize  later 
reproductive  difficulties.  The  reproductive 
prognosis  of  this  patient  is  considered  good, 
but  because  of  the  high  hysterotomy  she  has 
been  advised  to  have  any  deliveries  by  elective 
Cesarean  section. 
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THE  ETIOLOGY  AND  MANAGEMENT  OF 
ACUTE  RENAL  FAILURE 


James  F.  Burke,  Jr.,  M.D. 


INTRODUCTION 

Improved  diagnostic  techniques  such  as 
renal  biopsy  have  increased  the  number  of 
recognizable  entities  capable  of  causing  acute 
renal  failure.  Although  acute  tubular  necrosis 
which  has  no  specific  therapy  remains  the 
most  common  pathological  cause,  effective 
treatment  is  available  for  many  other  condi- 
tions which  cause  acute  renal  failure,  making 
accurate  diagnosis  mandatory.  Fortunately, 
the  clinical  setting  is  usually  very  helpful  in 
making  such  a diagnosis. 

Acute  renal  failure  is  defined  as  an  abrupt 
decrease,  frequently  reversible,  in  renal  func- 
tion. In  this  review,  it  will  be  divided  into 
anuric,  oliguric,  and  polyuric  forms.  Table  1. 

SIGNS  AND  SYMPTOMS 

In  anuric  renal  failure,  less  than  100  cc 
urine/ day  is  excreted.  In  oliguric  renal  failure, 
100-400  cc  urine  is  produced.  In  polyuric  renal 
failure,  daily  urine  volume  is  around  1500  cc. 
The  symptoms  and  signs  are  the  same  in  acute 
renal  failure  as  in  chronic  disease,  but  more 
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explosive.  Uremic  signs  include  central  ner- 
vous system  changes  such  as  confusion, 
which  can  progress  to  coma  and  convulsions. 
Gastrointestinal  effects  of  uremia  include 
nausea,  vomiting  and  diarrhea.  Bleeding  may 
occur  from  defective  platelet  function.  Pericar- 
ditis and  pleuritis  also  occur.  Metabolic 
changes  occur  from  H-i-  retention  with  acidosis, 
from  salt  and  water  retention  with  resultant 
hypertension  and  edema  which  may  progress 
to  congestive  heart  failure,  and  from  hyper- 
kalemia and  phosphate  retention.  The  latter 
leads  to  a decrease  in  calcium  which  can  then 
lead  to  tetany,  especially  when  acidosis  is 
corrected  too  rapidly. 

ANURIC  RENAL  FAILURE 

In  anuric  renal  failure  produced  by  cortical 
necrosis,  the  primary  problem  is  micro- 
vascular  clotting.  It  is  seen  mostly  in  preg- 
nancy complications  (eg,  abruptio  placentae 
or  placenta  praevia)  where  uterine  thrombo- 
plastin is  released  into  the  circulation. 

Other  renal  variants  of  this  picture  include 
thrombotic  thrombocytopenic  purpura,  hemoly- 
tic-uremic syndrome,  malignant  hypertension, 
and  hyperacute  renal  allograft  rejection.  In  all 
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TABLE  1 

CLASSIFICATION  OF 
ACUTE  RENAL  FAILURE 

A.  ANURIC  RENAL  FAILURE 

1.  Cortical  necrosis  and  its  variants 

a.  Hemolytic  uremic  syndrome 

b.  Thrombotic  thrombocytopenic  purpura 

c.  Occasional  cases  of  malignant  hyper- 
tension 

d.  Hyperacute  renal  transplant  rejection 

2.  Rapidly  progressive  glomerulonephritis 

3.  Bilateral  renal  arterial  or  venous  occlusion 

4.  Obstructive  nephropathy 

5.  Uncommon  cases  of  acute  tubular  necrosis 

6.  Papillary  necrosis 

B.  OLIGURIC  RENAL  FAILURE 

1.  Pre-renal  failure 

2.  Acute  tubular  necrosis  (ATN) 

3.  Acute  diffuse  interstitial  nephritis 

4.  Obstructive  nephropathy 

5.  Hepato  renal  syndrome 

C.  POLYURIC  RENAL  FAILURE 

1.  “High  Output”  acute  tubular  necrosis 

a.  Burns,  massive  trauma,  myoglobinuria 
and  hemoglobinuria 

b.  Penthrane  anesthesia,  aminoglycoside 
antibiotics 

2.  Renal  failure  with  intra-renal  precipitates 

a.  Multiple  myeloma 

b.  Uric  acid  nephropathy 

c.  Dye-induced  renal  failure 

3.  Cholesterol  embolization  syndrome 

4.  Obstructive  nephropathy 

of  these  syndromes,  a microangiopathic 
hemolytic  anemia  with  schistoc5des  in  the 
peripheral  blood  occurs  due  to  RBC  trauma  in 
traversing  the  microcirculation. 

Rapidly  progressing  glomerulonephritis 
(RPGN)  which  occurs  in  any  age  group  has 
many  causes,  including  an  idiopathic  variant, 
post-streptococcal  disease,  systemic  lupus, 
polyarteritis,  Henoch-Schonlein  purpura, 
Goodpasture’s  disease,  and  Wegener’s  granu- 
lomatosis. The  patients  mainly  present  with 
rapidly  developing  azotemia  and  anuria.  The 
urine  sediment  is  diagnostic  if  a so-called 
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telescoped  urine  can  be  seen.  This  consists  of 
elements  of  acute  and  chronic  renal  failure 
along  with  the  features  of  nephrotic  syndrome. 
Therefore,  the  urine  will  have  red  cells  and  red 
cell  casts  as  in  acute  nephritis,  4+  proteinuria 
and  doubly  refractile  fat  bodies  as  in  nephrotic 
syndrome,  and  broad  waxy  casts  consistent 
with  chronic  renal  disease.  However,  it  must 
be  stated  that  nephrotic  S5mdrome  occurs  in 
only  10-15%  of  patients  with  RPGN.  Histo- 
logically, the  hallmark  of  the  disease  is 
crescent  formation  in  the  glomerulus.  The 
crescents  are  believed  to  originate  from  fibrin 
which  leaks  out  of  the  glomerular  capillaries 
through  defects  caused  by  immunologic  d£im- 
age.  The  fibrin  elicits  an  inflammatory 
response  in  Bowman’s  capsule  and  an  epitheli- 
al crescent  is  formed. 

In  some  patients  with  the  idiopathic  vairiant 
and  in  Goodpasture’s  syndrome,  linear 
staining  by  immvmofluorescence  is  found.  This 
indicates  that  anti-glomerular  basement  mem- 
brane antibody  (anti-GBM)  disease  is  present. 
The  experimental  counterpart  of  this  is  Masugi 
nephritis.  Although  anti-GBM  disease  is  fre- 
quently mentioned,  it  is  clinically  uncommon, 
occurring  in  15%  or  less  of  all  immunologic 
renal  disease. 

Goodpasture’s  syndrome  primarily  occurs 
in  young  men,  and  in  most  cases,  there  is 
primary  lung  damage  which  may  or  may  not 
be  associated  with  hydrocarbon  exposure. 
Antibodies  made  against  the  damaged  lung 
basement  membrane  cross-react  with  the 
glomerular  basement  membrane,  causing  the 
renal  disease.  The  antiglomerular  basement 
membrane  antibody,  which  can  be  eluted  from 
renal  tissue,  has  been  shown  by  fluorescent 
studies  to  reside  in  the  glomerular  basement 
membrane. 

A more  common  type  of  RPGN  is  associated 
with  immune-complex  deposition  - the  so- 
called  lumpy-bumpy  disease  seen  on  immuno- 
fluorescence. Classic  examples  of  this  are  lupus 
and  post-streptococcal  GN.  RPGN  can  also 
occur  with  negative  immunofluorescence. 

Pulse  steroids  are  effective  in  RPGN  with 
discrete  immune  complexes  in  RPGN  with  no 
deposits  at  all.  The  pulse  (1-2  grams  of  Solu 
Medrol)  is  given  daily  for  three  doses  and  then 
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high  dose  steroids  are  continued  orally.  In 
diseases  where  cytotoxic  therapy  is  considered 
useful  (SLE,  Wegener’s  and  other  vasculitides), 
both  drugs  are  used  orally  with  the  steroids 
being  phased  out  over  six  months  to  one  year. 
Plasmapheresis  is  the  treatment  of  choice, 
along  with  steroids  and  cytotoxic  drugs  for 
anti-GBM  disease.  However,  it  is  effective  only 
about  15%  of  the  time. 

Bilateral  renal  arterial  occlusion  is  usually 
seen  in  dissecting  aneurysms  although  it  can 
also  occur  from  cardiac  emboli.  Flank  pain, 
hematuria  and  rising  titer  of  LDH  can  occur. 
As  there  may  be  viable  kidney,  lytic  or  surgical 
therapy  should  be  undertaken. 

Obstruction  should  be  ruled  out  in  any  type 
of  acute  renal  failiure.  A catheter  should  be 
inserted  in  the  bladder  if  there  is  any  question 
of  retention.  Obstruction  is  usually  due  to 
prostatic  disease  in  men  and  as  a complication 
of  cervical  cancer  in  women.  Bilateral  ureteric 
obstruction  is  rare,  but  can  occur  in  stone 
disease,  with  renal  bleeding,  and  with  retroperi- 
toneal fibrosis.  Acute  papillary  necrosis  is  seen 
mainly  in  diabetics,  and  may  occur  with  or 
without  obstruction  and  infection. 

OLIGURIC  RENAL  FAILURE 

Pre-renal  oliguric  renal  failure  is  caused  by 
an  acute  decrease  in  renal  blood  flow  seen  in 
sepsis,  congestive  heart  failure,  hepatorenal 
syndrome,  and  dehydration.  The  kidney  itself 
is  normal. 

Acute  tubular  necrosis  is  the  most  common 
form  of  acute  renal  failure  seen  in  hospitalized 
patients.  There  are  three  varieties:  surgical  or 
ischemic,  produced  by  shock  and  blood  loss; 
pigment-induced,  from  hemoglobin  or  myo- 
globinuria; and  toxic,  primarily  from  Eimino- 
glycosides  and  radiographic  dyes. 

The  kidneys  look  relatively  normal  in  acute 
tubular  necrosis,  and  the  explanation  for  the 
markedly  decreased  glomerular  filtration  rate 
in  the  presence  of  a moderately  reduced  renal 
blood  flow  is  unclear.  In  some  instances, 
intratubular  obstruction  may  play  a role;  in 
others,  tubular  back  leak,  causing  increased 
interstitial  pressure,  or  decreased  glomerular 
permeability  may  be  a cause.  However,  most 
researchers  feel  that  the  decreased  golmerular 
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filtration  rate  is  due  to  altered  renal  hemo- 
dynamics mediated  by  the  renin-angiotensis 
system  as  shown  in  Figure  1. 

The  prototypic  syndrome  of  acute  diffuse 
interstitial  nephritis  includes  fever,  rash, 
eosinophilia,  and  eosinophiluria  along  with 
renal  failure  in  a patient  receiving  methicillin, 
dilantin,  rifampin,  or  diuretics.  However, 
variants  of  the  syndrome  having  little  sys- 
temic manifestations  and/or  nephrotic  syn- 
drome have  been  recognized  (eg,  after  non- 
steroidals  and  antiinflammatory  agents). 
Discontinuing  the  drug  is  usually  sufficient 
treatment,  but  steroids  have  also  been  used. 

POLYURIC  RENAL  FAILURE 

The  finding  of  an  increased  urine  output  and 
a lower  urine  sodium  than  occur  in  oliguric 
renal  failure  suggests  less  renal  damage, 
generally,  bespeaks  of  a better  prognosis.  High 
output  in  acute  tubular  necrosis  is  commonly 
seen  with  the  pigment  variety  of  acute  tubular 
necrosis.  It  can  also  be  seen  with  amino- 
glycoside nephrotoxicity,  burns,  and  dye- 
induced  acute  tubular  necrosis. 

DIAGNOSIS 

Table  2 shows  the  urine  chemistries  that  are 
extremely  helpful  in  distinguishing  the 
various  forms  of  acute  renal  failure.  Since 
diuretics  alter  urine  Na  and  osmolality,  they 
should  not  be  given  until  a urine  specimen  is 
sent  to  the  laboratory  for  the  estimations 
listed.  Obviously,  lower  urine  Na  and  higher 
concentrating  ability,  as  reflected  by  high 
Uosm  and  high  Ucr  concentrations,  suggest 
good  kidney  function,  and  are  the  mainstays 
in  distinguishing  pre-renal  from  acute  renal 
failure.  The  polyuric  indices  are  much  less 
helpful  in  differential  diagnosis.  In 
chronic  renal  failure  with  pre-renal  aggra- 
vating factors,  the  oliguric  urine  will  not  give 
the  expected  pre-renal  indices.  An  uric  indices 
will  depend  on  whether  glomerular  and 
vascular  causes  or  tubulo-interstitial  causes 
(eg,  papillary  necrosis)  are  present. 

In  acute  tubular  necrosis,  pigmented  casts  of 
hemoglobin  or  myoglobin  may  be  seen  in  acute 
hemolysis  and/or  renal  failure  and 
myoglobinuria  secondary  to  muscle  damage. 
RBC  casts  would  suggest  GN. 
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FIGURE  1 

Initial  Insult  (Shock,  Toxin,  Etc.) 


Damage  to  Proximal  Tubular  Cells 


Impaired  Proximal  Tubular 
Sodium  Transport 


Increased  Sodium  at  Macula  Dense 


Pre-formed  Ren  n Release  with 
Angiotensin  Formation  Locally 


Afferent  Arteriolar  Vasoconstriction 


Oliguria 


Inability  of  medullary 
prostaglandins  to  enter 
renal  cortex 


Unopposed  Vasoconstriction 


Activates  renin  production 
via  baroreceptor  mechanism 


Anoxic  Cellular 
swelling 


Continued 


Accelerated  coagulation 


Oliguria 
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TABLE  2 

LABORATORY  DIAGNOSIS  OF  ACUTE  RENAL  FAILURE 

Oliguric  Polyuric 

Pre-renal  & Tubulo-interstitial 

Acute  GN  (ATN)  Obstr 


U/P  osmolality  2 

U/P  creatinine  '>  40 

Urine  Na  mEq/L  < 20 

Renal  ultrasound  examination  is  probably 
the  best  screening  test  to  rule  out  obstruction, 
but  if  equivocal,  a retrograde  pyelogram 
should  be  done. 

GENERAL  THERAPEUTIC  MEASURES 

The  best  therapy  for  pre-renal  failure  (and 
particularly  to  prevent  subsequent  acute 
tubular  necrosis)  is  to  restore  blood  volume  to 
normal  either  by  diuretics  in  the  presence  of 
congestive  heart  failure,  or  by  fluid  adminis- 
tration in  hypovolemic  states.  It  may  be 
difficult  to  determine  the  status  of  fluid 
balance,  so  central  lines  are  often  helpful. 
Mannitol  is  particularly  useful  to  prevent  dye- 
induced  acute  tubular  necrosis.  This  is  prob- 
ably secondary  to  its  unique  ability  to  expand 
the  extracellular  volume  at  the  expense  of 
intracellular  volume.  Because  of  the  frequent 
occurrence  of  renal  vasoconstriction,  low  dose 
dopamine  (2-3  mcg/kg/min)  is  often  used. 

Once  renal  failure  is  established,  therapy  is 
supportive  until  renal  function  returns.  Fluid 
restriction  to  urinary  output  plus  300-500 
cc/day  will  prevent  overhydration.  An  80 
gram  protein,  2 gram  Na,  2 gram  K diet  in 
patients  able  to  eat  will  prevent  catabolism. 
Dialysis  is  performed  as  necessary.  Intra- 
venous hyperalimentation  is  usually  neces- 
sary in  post-operative  patients.  Hyperkalemia 
is  treated,  if  present.  See  Appendix  A. 

SPECIFIC  THERAPEUTIC  MEASURES 

Cortical  necrosis  due  to  pregnancy  compli- 
cations requires  evacuation  of  the  uterus. 
Heparin  is  usually  used;  however,  it  is  uncer- 
tain whether  it  is  resdly  helpful.  In  thrombotic 
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<1.5  1.1 -2.0 

<20  10-40 

> 40  20  - 40 

thrombocytopenic  purpura  and  hemolytic- 
uremic  syndrome,  plasma  infusions  may 
supply  a thromboxane  inhibitor  that  prevents 
the  platelet  aggregation  thought  to  be  causal. 
In  malignant  hypertension,  antihypertensives 
should  be  prescribed. 

CONCLUSION 

Mortality  in  acute  renal  failure  varies  from 
30  to  50%,  depending  upon  cause. 

Acute  renal  failure  is  a severe,  often  fatal 
disease  of  various  etiologies.  A knowledge  of 
specific  cause  enables  a more  rational  therapy 
and  more  frequent  patient  salvage. 

APPENDIX  A 
Hyperkalemia 

Hyperkalemia  is  defined  as  serum  potas- 
sium greater  than  5.5  mEq/L.  The  effects  of 
hyperkalemia  are  aggravated  by  concomitant 
hyponatremia  or  hypocalcemia.  The  major 
deleterious  effect  is  in  electrical  impulse 
formation  in  the  heart.  At  serum  potassium 
levels  of  5.5  to  6.0,  little  electrocardiographic 
evidence  may  be  present.  At  6.0  to  7.0  mEq/L, 
peaked  T waves  appear  which  are  then 
followed  by  an  increase  in  the  S wave  and 
depressed  ST  segments;  at  7.5  to  8.0  mEq/L,  P 
waves  flatten  and  the  QRS  complex  widens. 
Above  8 mEq/L,  ventricular  tachycardia  or 
flutter  occur. 

Other  clinical  signs  include  a rapidly 
ascending  muscular  weakness  culminating  in 
flaccid  quadriplegia  (ie,  8.5  mEq/L).  Vibra- 
tory and  position  sense  may  be  decreased  or 
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absent.  With  K'''  of  9.0,  respiratory  paralysis 
and  dysphonia  can  occur. 

The  etiologies  of  hyperkalemia  include  all 
types  of  renal  failure,  including  acute  oligo- 
anuria  (urine  output  of  50-400  ml/day),  and 
chronic  renal  failure  of  moderate  severity,  not 
requiring  dialysis.  Endocrine  causes  include 
deficient  mineralocorticoid  production  due  to 
Addison’s  disease,  and  hypofunction  of  the 
renin-angiotensin-aldosterone  system. 

Hyporeninemic  hypoaldosteronism  may  be 
primary,  or  secondary  due  to  autonomic 
dysfunction  with  loss  of  heta-adrenergic 
stimulation  of  renin,  as  occurs  in  diabetes, 
amyloidosis,  or  the  Riley-Day  syndrome. 
Excessive  K'*'  entry  into  the  ECF  space  may  be 
exogenous  or  endogenous.  Dietary  excess  of 
K'''  requires  more  than  500  mEq/day  to 
produce  hyperkalemia  and  is  rare.  Iatrogenic 
hyperkalemia  due  to  rapid  infusion  of  K'*’  is 
totally  avoidable.  Penicillins  contain  K'*'  when 
given  in  high  dosage  (as  in  meningitis),  may 
result  in  lethal  hyperkalemia,  particularly  in 
the  young  and  in  those  with  pre-existent  renal 
disease. 

Endogenous  hyperkalemia  may  occur  from 
several  causes.  The  release  of  K"*"  from 
erythrocytes  in  hemol3dic  anemia  or  from  a 
transfusion  reaction  is  one  cause.  With  pro- 
longed status  epilepticus,  K"*"  is  lost  from 
muscle  due  to  anaerobic  metabolism.  Severe 
acidosis  with  increased  intracellular  buffering 
may  produce  hyperkalemia.  Malignant  hyper- 
pyrexia after  anesthesia  with  loss  of  K"*"  from 
cells  is  a rare  cause,  as  is  hyperkalemic  periodic 
paralysis.  Factitious  hyperkalemia  in  which 
plasma  K'*'  is  actually  normal  but  serum  K"'’ 
appears  high  occurs  during  clotting  of  blood 
and  is  an  in  vitro  process.  It  may  be  due  to 
hemolyzed  blood  specimens  during  venipunc- 
ture, or  from  platelet  or  white  cell  K"*"  release 
during  centrifugation  when  these  elements  are 
greatly  increased  in  the  blood. 

Treatment 

Since  K'*'  toxicity  affects  nerve  conduction 
and  myocardial  impulse  propagation,  the 
rationale  of  therapy  is  to  antagonize  the  effect 
of  on  these  structures,  shift  potassium  into 
the  cells,  remove  K'*’  as  necessary,  and  correct 
the  underlying  cause. 


An  IV  infusion  of  hypertonic  NaCl  (3%)  of 
200  ml  is  effective  in  minutes.  NaHCOs  by  IV 
infusion  is  hypertonic,  so  it  works  like  3% 
saline  and  also  increases  the  pH,  which 
permits  H-i-  efflux  out  of  cells  and  K"''  uptake. 
The  effect  of  infusions  of  NaCL  and  NaHCOs 
begins  in  minutes  and  lasts  for  variable 
periods  of  time.  Calcium  administered  intra- 
venously as  chloride  or  gluconate  salt  is 
effective  in  one  hour.  Glucose  and  insulin  work 
only  as  long  as  the  infusion  continues. 

The  infusions  mentioned  are  all  short  term 
procedures  and  must  be  followed  by  Kay- 
exelate  and  sorbitol.  Sorbitol  induces  diarrhea, 
while  Kayexelate  exchanges  Na'*'  for  K'*’; 
together  they  remove  from  the  body  via  the 

GI  tract.  They  can  be  given  orally  or  as 
enemas.  In  cardiac  patients,  this  Na'*’  ex- 
change can  aggravate  or  precipitate  heart 
failure.  Hemodialysis  is  very  effective  in 
lowering  K'*’  in  renal  failure  patients,  but  care 
must  be  taken  not  to  lower  the  K'*'  and 
precipitate  arrythymias. 


Baynard  Optical 
Company 


Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians* 
Prescriptions 


CONCORD  PLAZA 
34  1 1 Si Iverside  Road 
2323  PENNSYLVANIA  AVENUE  j 

Wilmington,  Delaware  I 


278 


Del  Med  Jrl,  April  1987— Vol.  59,  No.  4 


cep'llS, 


D??ISa  e yo*^  ho"« 


,\oOe'a' 


ent"®; 


^S 


aot 


n^ 

“vST 


ebound  P®glk  for 
x*  '***  Ith  caf^  r rtiaV  9®  . 


eda 


the 


The  '1^:;  nee'^^e  you 


Otherv^'®®.,*.,* 

366'®' 


■S-a"® 


For  complete  cardiac  diagnostics. . . 


YOU*  NKAiirs  m 

THE  KQHT  PIACE 


OMEGA  Cardiograph ic  Lab 


T'he  Omega 
Cardiographic  Lab 
provides  complete 
cardiac  diagnostic 
services.  The  latest 
technigues  in  testing, 
reporting  and 
monitoring  are  used. 
Our  methods  are 
reliable  and  reports  are 
made  promptly  and 
completely.  Patients 
can  feel  secure  in  the 
knowledge  that  they 
are  receiving  the  best 
in  cardiac  diagnostic 
service. 


A Complete  Diagnostic 
Laboratory  Performing 
Non-Invasive 

■ Doppler  Echocardiography 

■ Echocardiography 

Two  Dimensional 
M-Mode 

■ Exercise  Stress  Testing 

■ 24  Hour  Hotter  Monitoring 

■ Electrocardiograms 

OMEGA 

CARDIOGRAPHIC^ 

LAB 


Omega  Cardiographic  Lab 
aiso  has  the  capability 
of  providing 

■ 30  Day  Transient 

ARRHYTHMIA 

DETECTION 

■ Trans-Teiephonic 

PACEMAKER 

EVALUATION 


CRRDIOGRRPHIC  LRB.INC. 

Omega  Professional  Center  Building  G-36/ Newark,  DE 19713/ (302)  737-3700 


Editorials 


Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


SCREENING  TESTS:  WHO  DECIDES? 

One  of  the  difficulties  facing  physicians 
today  is  the  necessity  to  choose  between 
several  different  recommendations  regarding 
a particular  clinical  problem.  For  example,  the 
American  Cancer  Society,  the  National  Cancer 
Institute,  and  the  Canadian  Task  Force  on  the 
Periodic  Health  Examination  each  have  very 
different  recommendations  regarding  the  age 
for  beginning  screening  mammography  and 
the  interval  between  exams.  Physicians  choose 
among  these  recommendations  based  on  their 
individual  assessment  of  the  risks  and  benefits 
of  this  particular  test. 

A Colorado  professional  liability  carrier  has 
added  a new  and  worrisome  dimension  to  this 
decision-making  procedure.  If  a physician  is 
sued  regarding  the  diagnosis  of  breast  cancer 
and  has  not  followed  the  ACS  guidelines,  the 
insurance  company  may  fine  the  physician. 
So,  even  if  a physician  has  concerns  regarding 
the  appropriateness  of  the  ACS  guidelines  on 
mammography,  he  will  have  a strong  incentive 
to  follow  that  particular  set  of  recommen- 
dations rather  than  an  alternative,  which  appears 
equally  acceptable. 
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If  the  approach  of  this  Colorado  liability 
carrier  spreads  to  other  areas,  then  individual 
physicians  will  have  less  and  less  opportunity 
to  select  what  they  feel  is  the  best  therapy  for 
their  own  patients. 

Karl  S.  Singer,  M.D. 

Exter,  New  Hampshire 


HAVE  YOU  HEARD  THE  ONE  ABOUT  ...? 

In  a recent  New  England  Journal  of  Medi- 
cine, Dr.  G.  P.  Murray,  a neurologist,  described 
a patient  as  having  “a  combination  of  apathy, 
mild  indifference,  some  memory  difficulty, 
witzelsucht,  and  less  than  perfect  grooming^ .” 

Witzelsucht? 

Witzelsucht,  capitalized  in  Webster’s,  is 
defined  as  “excessive  facetiousness  and  inap- 
propriate humor,  especially  when  considered 
as  part  of  an  abnormal  condition.”  In  Sted- 
man’s  23rd  Edition  (1976),  it  is  not  capitalized 
and  is  defined  as  “a  morbid  tendency  to  pun, 
make  poor  jokes,  and  tell  pointless  stories, 
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while  being  oneself  inordinately  entertained 
thereby.” 

I wonder  how  many  of  us  have  had  social 
acquaintances  who  had  mild  to  severe  witzel- 
sucht  without  our  knowing  there  was  a name 
to  the  condition? 

Bemadine  Z.  Paulshock,  M.D. 
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ANOTHER  HCFA,  ANOTHER  DRG 

These  days,  while  going  about  the  hospital 
halls  and  academies  of  medicine,  I am  over- 
whelmed by  the  cries  of  physicians  regarding 
cost  containment.  Recently,  on  a stroll  through 
the  Mall  in  Washington,  D.C.,  I happened 
upon  the  memo  which  appears  below,  blowing 
about  among  the  refuse.  I think  that  physi- 
cians will  be  glad  to  see  that  we  will  no  longer 
have  to  stand  alone  in  helping  Uncle  Sam  put 
constraints  on  the  ever-expanding  federal 
budget. 

Edward  R.  Sobel,  D.O. 


MEMO 

FROMrSecretary  of  HCFA 

TO:  Construction  Industry  & Building  Unions 

RE:  Excessive  Costs  in  the  Building  Trades 

It  has  recently  come  to  the  attention  of  the 
Secretary  of  Housing,  Construction,  and  Free- 
way Administration  (HCFA)  that  the  cost  of  ' 
housing  in  this  country  has  been  rising  more 
rapidly  than  the  Consumer  Price  Index, 
causing  the  price  of  houses  to  rise  beyond  the 
means  of  many  Americans,  while  in  turn 
consuming  an  excessive  amount  of  the  Gross 
National  Product.  With  this  in  mind,  the 
Secretary  is  proposing  several  steps,  which 
shall  be  known  as  the  BIG  MACC  (Business 
Interfered  by  Government  Maximum  Allow-  I 
able  Construction  Costs)  Program,  which  will 
bring  stability  to  the  skyrocketing  cost  of  ‘ 
housing.  The  Secretary  is  sure  that  these 
proposals  will  be  viewed  as  fair  by  those 
concerned  members  of  the  building  com- 
munity, and  will  be  wholeheartedly  accepted 
by  those  affected  for  the  good  of  the  nation. 

The  Secretary’s  proposal  consists  of  two 
parts,  the  first  a means  to  establish  a fair 
method  of  pricing  homes  for  consumers,  and  a 
second  to  provide  for  appropriate  reimburse- 
ment for  building  trade  professionals. 

The  Secretary  first  proposes  a system  of 
classifying  all  non-road  structures  falling 
under  federal  aegis  (any  structure  within  five 
miles  of  a government  program  such  as  roads, 
water  pipes,  airport  flight  paths,  etc),  within 
groupings  which  shall  be  known  as  DRGs 
(Design  Related  Groups).  Under  this  system, 
all  manner  of  structures  shall  be  divided  into 
468  groups,  with  Category  1 being  ranch 
houses.  Category  2 being  split  levels,  3 
colonials,  etc.  A last  group,  469,  shall  include  j 
all  construction  not  fitting  into  the  established  i 
categories,  such  as  public  fountains  with  ; 
cherubic,  half-naked  little  boys  urinating 
water  into  a basin. 

The  Secretary  shall  establish  a single  fixed 
price  for  the  structures  in  each  category,  regard- 
less of  location,  construction  materials,  size, 
and  so  forth,  and  it  will  be  the  assumed  | 
responsibility  of  the  builder  to  have  the  sum 
total  of  all  of  his  construction  in  that  category 
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meet  the  weighted  average  allocated  allow- 
ance. In  respect  of  the  fact  that  there  will  be 
certain  structures  in  any  category  that  will 
exceed  substantially  the  allocated  costs,  a 
series  of  outlier  allowances  will  be  allowed  to 
meet  those  needs.  For  instance,  the  cost  of  a 
pool  (outdoor  only-indoor  pools  shall  fall 
within  MACC  allowance,  as  they  are  con- 
tained within  the  structure)  will  trigger  the 
additional  payment  of  1.217%,  based  on  the 
California  Relative  Value  schema. 

Part  Two  of  the  Secretary’s  plan  concerns 
payments  to  PCPs  (Professional  Construction 
Persons),  with  two  tiers  proposed.  The  PCP 
may  elect  to  participate  in  the  MACC  program, 
in  which  case  he  will  receive  remuneration  for 
his  work  based  on  the  usual  and  customary 
pay  scale  for  the  base  year  1979.  As  a 
participator,  he  shall  be  allotted  periodic 
increases  as  determined  by  the  Secretary,  the 
right  to  display  a participator’s  decal  on  his 
pick-up  truck,  to  receive  a genuine  HCFA 
patch  to  be  glued  on  his  hard  hat,  and  have  his 
name  listed  in  a booklet  which  will  be  available 
to  all  home  purchasers  for  the  cost  of  $1.00. 


WANTED 

Board  Certified 
Psychiatrist  to 
assume  7,500  base 
general  psychiatry 
practice  in 
Sussex  County. 

Hospital  base 
optional. 

Inquire  at 

302-684-2000 


Those  not  electing  to  participate  shall 
receive  96%  of  the  base  scale,  providing  that  it 
does  not  exceed  in  the  following  years  an 
amount  to  be  determined  after  the  deadline, 
but  not  exceeding  1/4%  above  the  115%  mark, 
provided  that  the  mean  level  is  parsimonious 
with  the  accepted  aggregated  levels  (see 
physician’s  program  for  clarifying  details). 
Failure  to  comply,  of  coiu-se,  will  subject  the 
non-participating  PCP  to  sanctions,  fines,  and 
even  a stay  in  the  federal  penitentiary.  Non- 
participating PCPs  shall  be  entitled  to  work  as 
hard  as  they  wish,  however.  They,  of  course, 
will  not  receive  any  of  the  decals,  patches,  etc., 
to  which  participators  are  entitled. 

The  above  described  plan  will  not  apply  to 
non-federal  construction.  All  federal  construc- 
tion, rather  than  being  governed  by  the  BIG 
MACC  program,  will  continue  to  fall  under  the 
WHOPPER  (We  Honor  Overrun  Payment 
Plans  Exceeding  Rationale)  Program. 

The  Secretary  looks  forward  to  Congress 
passing  this  proposed  legislation  soon,  for  the 
good  of  the  country  and  its  citizens. 


DOCTOR’S  OFFICE 

$600/month,  not  including 
utilities. 

Lease  with  possible  option  to 
buy. 

Large  waiting  room 
3 examining  rooms 
Soundproof  office 
Powder  room 
Lab/kitchenette 
Darkroom 

Safe,  convenient,  stable  city 
neighborhood. 

Solid  brick  construction. 
June  occupancy. 

Phone 

652-5106  days 
or 

(301)  885-5692  evenings 
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CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR:  NORMAN  B.  ROBINSON,  M.D. 


Call  Us... 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

of  Durable  Medical  Equipment 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service... 

The  Exceptionally  Dependable, 

single  source  tor  DME... 


^ HOME  HEALTH 

HASSu 

CARE  SERVICE 

EVERYTHING  FOR  YOUR 
16-A  TROLLEY  SOUARb 

PATIENT  S GOOD  HEALTH 
WILMINGTON,  DE  19806 

(302)  654-3019 


Letters  To  The  Editor 


WHO  SHOULD  DECIDE  ON  ETHICAL  CONUNDRUMS? 


To  The  Editor: 

Not  so  long  ago,  doctors  and  next  of  kin  used 
to  stand  by  helplessly  as  patients  died  prema- 
turely from  disease.  Today’s  doctors  and 
relatives  often  stand  by  helplessly  as  respira- 
tors and  feeding  tubes  prevent  patients  from 
dying  naturgdly. 

Our  society,  so  expert  in  turning  on  medical 
machinery,  still  struggles  over  guidelines 
about  when  it  is  appropriate  to  turn  the 
machines  off.  Slowly,  we  are  asserting  our 
dominance  over  the  machines  and  facing  up  to 
the  fact  that  a decision  to  disconnect  the 
machines  can  be  as  humane  as  a decision  to 
pull  out  all  stops  to  save  a life. 

Living  will  laws,  updated  definitions  of 
death,  and  precedent-setting  coiui;  cases  have 
been  helping  along  the  way.  In  1975  the 
parents  of  Karen  Ann  Quinlan,  a young  coma- 
tose woman,  had  to  go  through  the  New  Jersey 
courts  for  permission  to  take  her  off  a respira- 
tor. Similar  decisions  in  other  jmdsdictions 
followed. 

The  courts  have  now  gone  one  step  further. 
Under  certain  circumstances,  they  permit  the 
withdrawal  of  feeding  tubes  from  the  hope- 
lessly ill.  This  was  first  sanctioned  last  year  by 
the  New  Jersey  Supreme  Court  in  the  Claire 


Conroy  case,  and  was  reaffirmed  in  July  in 
Florida  in  the  Helen  Corbett  case,  and  again  in 
October  in  Massachusetts  in  the  Paul 
Brophy  case. 

It’s  been  a long,  arduous  road. 

Ironically,  just  as  society  is  getting  to  feel 
comfortable  with  the  ethics  and  legal  niceties 
of  dealing  with  medical  machinery,  fresh 
advances  in  medicine  and  biotechnology 
present  new  ethical  and  practical  challenges. 

For  instance,  when  a young  woman  finishes 
law  school  and  applies  for  a job,  should  she  tell 
her  prospective  employer  that  her  mother  died 
of  Huntington  chorea?  If  she  cannot  prove 
that  she  is  free  of  the  defective  gene,  would  that 
be  an  acceptable  reason  for  not  hiring  her? 

Pre-employment  physicals  are  nothing  new. 
They  may  become  more  extensive.  They  edmost 
always  involve  some  blood  tests.  But  does  the 
prospective  employee  know  everything  for 
which  the  blood  is  being  tested?  Is  it  being 
checked  for  the  AIDS  antibody?  And  if  that 
test  turns  up  positive,  would  the  employer  hire 
that  person? 

WOl  health  insurance  companies  soon  con- 
tract only  with  those  employers  whose  new 
employees  undergo  a stringent  screening? 
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Presbyterian  - University  of  Pennsylvania  Medical  Center 

presents 

The  First  Annual  Educational  Conference 


“When  to  Treat  vs.  When  to  Refer: 

Optimal  Patient  Care  in  the  High  Technology  Era” 

- Cardiology  - Gastroenterology  - Oncology  - 

- Pulmonary  - Renal  Disease  - Rheumatology  - 

Saturday  May  9, 1987 
8:30  a.m.  - 4 p.m. 

Presbyterian  - University  of  Pennsylvania  Medical  Center 
Scheie  Eye  Auditorium 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania  19104 

C.M.E.  Credits  Available. 

Enrollment  Fee  of  $25.00  includes  luncheon. 

R.S.V.P.  to  the  Department  of  Continuing  Medical  Education  by  May  1, 1987 

at  (215)  662-8938. 


The  ability  to  peer  into  the  future  with  gene 
technology,  blood  analysis,  and  other  tools  is 
in  its  infancy.  What  tool  should  it  play  in 
employability  or  insurability?  What  does  one 
tell  a prospective  mate? 

Indeed,  how  much  does  each  one  of  us  want 
to  know  about  what  lies  ahead?  So  far,  only  a 
few  have  come  forward  to  be  checked  for 
Huntington  chorea.  Though  there  is  a 50% 
chance  that  those  at  risk  will  get  good  news 
from  the  test,  most  seem  to  fear  the  bad  news 
that  could  remove  hope  for  a normal  life. 

We  should  not  fall  into  the  trap  of  always 
linking  biotechnology  with  illness.  In  Japan, 
some  doctors  help  their  patients  practice  sex 
determination  of  offspring  by  sorting  sperm 
ceils  according  to  whether  they  carry  male  or 
female  chromosomes.  They  then  proceed  with 
in  vitro  fertilization  of  the  sperm  carrying  the 
desired  chromosome.  Are  we  treading  on 
dangerous  ground  when  we  try  to  change  the 
natural  distribution  of  the  sexes? 

Thanks  to  amniocentesis  and  other  ways  of 
identifying  defects  in  fetuses,  some  problems 


can  be  alleviated  in  utero.  In  other  instances, 
parents  can  choose  to  terminate  the  pregnancy 
to  spare  the  heartache  of  having  a severely 
defective  child.  How  do  we  define  severe  defect? 

Modern  medical  science  has  widened  our 
choices  tremendously--we  can  prolong  life,  we 
can  transplant  organs,  we  can  predict  illness. 
But  our  laws  and  our  codes  of  behavior  have 
not  kept  pace.  I'hat  makes  us  uncomfortable, 
to  say  the  least,  and  accounts  for  many 
societal  conflicts. 

Doctors,  hospital  administrators,  employers,  j 
or  insurers  should  not  make  life  and  death,  ! 
know-your-future  or  not,  decisions  for  us.  Each 
one  of  us  needs  to  be  an  equal  partner  in  that  | 
decision-making  process-for  it  is  our  life  and 
our  future  that  are  at  stake. 

Suzanne  P.  Corty  ^ 

Ms.  Corty  is  a member  of  the  News-Journal 
editorial  board,  and  writes  frequently  on  the 
social  ramifications  of  medical  care.  She  is  a 1 
graduate  of  Radcliffe  College  and  holds  an  j 
M.A.  from  Yale  University.  | 
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ARE  HELICOPTERS  SAFE  FOR  PATIENTS? 

To  the  Editor: 

! 

i Shortly  after  the  publication  of  the  issue  on 
I Emergency  Medical  Services,  articles  ap- 
j peared  in  the  AMA  Journal  and  other  papers 
I discussing  the  “devastating”  accident  rate  in 
I aeromedical  helicopter  services.  I am  sure  this 
has  raised  questions  in  the  mind  of  our  readers 
as  to  the  safety  of  the  Trooper-Medic  Program 
in  Delaware. 

The  articles  in  question  referred  to  hospital 
based  aeromedical  services.  This  is  a very 
competitive  industry  with  hospitals  actively 
competing  for  patients.  It  is  also  a very 
expensive  program  for  the  hospitals  who  have 
become  involved.  As  a result  these 
programs  have  frequently  been  inadequately 
I staffed  with  pilots.  Pilot  fatigue  has  become  a 
severe  problem.  Because  of  the  competi- 
tiveness these  programs  frequently  fly  in 
marginal  weather,  frequently  at  night,  and  go 
into  areas  with  which  the  pilot  is  not  familiar. 

The  American  Society  of  Hospital  Based 
Emergency  Aeromedical  Services  (ASH- 


PROFESSIONAL  OFFICE  SPACE 
WITH  VICTORIAN  CHARM 
1525  Delaware  Avenue 
Wilmington,  DE 

First  floor  office  space  on  Delaware 
Avenue  in  the  heart  of  Trolley  Square 

2 examining  rooms,  office,  plus  waiting 
room,  reception  area  and  private  bath 

3 offices  plus  waiting  room,  reception 
area  and  private  bath 

Private  entrance,  excellent  visibility  on 
Delaware  Avenue 

To  be  redecorated  to  your  taste  (paint 
and  carpeting) 

Only  $500  per  month  net  (ca.  $7.00  per 
square  foot) 

Contact  Derek  Strine 

656-5000 

429-7204 


BEAMS)  recently  emnounced  that  it  was  going 
to  tighten  its  safety  guidehnes  in  order  to  avoid 
these  problems.  They  intend  not  only  to 
mandate  the  number  of  pilots  for  each  aircraft, 
the  number  of  hours  per  week  that  the  pilots 
are  allowed  to  work,  but  also  minimum 
standards  for  cloud  ceilings  and  visibility. 
They  will  also  recommend  that  those  cases 
requiring  medivac  at  nights  be  done  by  public 
safety  agencies. 

The  Delaware  Trooper-Medic  Program  is 
entirely  different  from  those  programs.  The 
helicopters  are  flown  by  professional  pilots 
who  also  are  State  Police  officers.  The  aviation 
section  is  more  th2m  adequately  staffed  and 
trained,  they  have  very  rigorous  safety  regula- 
tions with  weather  minimums,  ceiling  and 
visibility  minimums  as  well. 

While  no  system  involving  “heavier  than 
air”  craft  can  ever  be  100%  safe,  we  can 
confidently  expect  that  the  Delaware  Trooper 
Medic  Program  will  have  an  exemplary  safety 
record  and,  when  used  properly,  will  be  a very 
valuable  component  of  the  Emergency  Medical 
Services  System. 

Ben  C.  Corballis,  M.D. 


GENDERIC  DECISIONS 

To  the  Editor: 

Regarding  “He/She,  His/Hers”  (Delaware 
Medical  Journal,  September,  1986),  I agree 
that  the  usage  of  him  in  English  is  generally 
most  appropriate.  You  may  recall  an  item  in 
the  American  Medical  News  a few  months  ago 
about  a professor  who  always  uses  she  and 
hers. 

Genderic  (terrific  neologism!)  decisions  are 
an  interesting  problem  in  Enghsh  compared 
to  other  languages.  The  le  and  la  in  French 
are  mostly  derived  from  the  earlier  Latin 
gender  assignments.  What  is  curious  is  how 
the  neuter  gender  of  Latin  has  been  divided 
between  masculine  and  feminine  in  French.  If  you 
have  heard  of  this  before,  you  have  probably 
also  heard  about  the  controversy  in  the 
German  language,  in  which  immarried  women 
are  referred  to  by  neuter  nouns  (eg,  das 
Madchen). 
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It  has  occurred  to  me  that  using  the  pro- 
nouns in  alphabetical  order  would  gain 
equality  for  first  and  second  use  of  he/she  and 
hers/his.  I most  dislike  s/he.  (Ed  note:  I like  it. 
BZP.) 

At  present,  I am  more  acutely  aware  of  the 
use  of  the  English  language  since  I have  begun 
reading  Sir  Walter  Scott’s  novel, 
Waverly,  considered  the  first  modem  novel. 

Leon  Morton  Green,  M.D. 

MORE  GENDER 

To  the  Editor: 

I am  not  a constant  reader  of  the 
Delaware  MedicalJoumal,  but  my  husband  is, 
and  brought  your  recent  editorial,  “He/She, 
His/Hers,”  to  my  attention.  I am  a student  of 
language  and  am  currently  a Masters  degree 
candidate  in  the  area  of  speech  and  language 
pathology.  I am  also  a woman,  and  for  both  of 
these  reasons,  I am  very  much  concerned  over 
your  genderic  decision  regarding  the  use  of 
English  pronouns. 

If  you  will  review  the  major  dictionaries  that 
have  been  published  in  the  past  five  years,  you 
will  discover  that  our  common  usage  of 
masculine  pronouns  and  nouns  to  cover  both 
genders  has  gradually  been  recognized  as 
inadequate,  and  not  reflective  of  the  major 
social  changes  that  have  occurred  regarding 
the  status  of  women  in  industrialized  coun- 
tries. Educational  publication  companies  have 
been  very  responsive  to  our  changing  lan- 
guage, and  a look  at  the  textbooks  that  are 
being  used  in  our  schools  will  reveal  attention 
to  our  modern  use  of  language.  Many  literary 
and  scientific  journals  have  followed  suit. 

Most  linguists  and  other  language  experts 
agree  that  the  use  of  he/his  constructions  to 
designate  both  genders  is  increasingly 
unacceptable  to  growing  numbers  in  our 
society.  This  is  a reflection  of  our  growing  and 
changing  language.  Formal  degrees  and 
licenses,  as  well  as  contracts,  have  been 
rewritten  to  accommodate  these  changes. 
Even  the  archaic  language  of  the  law  has  been 
altered. 

The  selective  use  of  pronouns  can  make  a 
difference  in  shaping  and  encouraging  new, 
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COMPUTERIZED 
HEARING  AID 
DISPENSING 


• HEARING  EVALUATIONS 

• PURE  TONE  AUDIOMETRY 

• SPEECH  AUDIOMETRY 

• TYMPANOMETRY 

• ELECTRONYSTAGMOGRAPHY  (ENG) 

• AUDIOMETRIC  BRAINSTEM  RESPONSE 
TEST  (ABR) 

• INDUSTRIAL  CONSERVATION  HEARING 
PROGRAM 


• HEARING  AID  DISPENSING 
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YOU  NAME  IT  ^ 
WE  LEASE  IT. 

At  Delaware  Auto  Leasing  we  provide: 

□ No  down  payment.  □ 12  to  60-month  lease  plans. 

□ No  e.xtra  charge  for  purchase  option.  □ Extended 
service  contracts.  □ Cash  or  trade  for  your  present 
car  or  truck.  □ Executive  leasing  plans  available  with 
personalized  service  including  pick-up  and  delivery. 

□ Loaner  cars  available.  □ Whether  you  need  one 

car  or  a fleet,  call  - (302)  656-3154. 


’87  NISSAN 
SENTRA 

$119 

’87  HONDA 
ACCORD 

$154 

'87  NISSAN 
200  SX 

$173 

’87  HONDA 
PRELUDE 

$175 

’87  FORD 
TAURUS  SEDAN 

$176 

’87  MAZDA 
626  DELUXE 

$178 

’87  CHEVROLET 
Z28  CAMARO 

$212 

’87  MAZDA 
RX7 

$219 

’87  STERLING 
MODEL  S 

$284 

’87  STERLING 
MODEL  SL 

$359 

’87  NISSAN 
300ZX 

$289 

’87  CADILLAC 
SEDAN  DE  VILLE 

$299 

’87  CADILLAC 
EL  DORADO 

$338 

’87  190 
MERCEDES 

$398 

’87  CADILLAC 
BROUGHAM 

$389 

CADILLAC 

LIMOUSINE 

$498 

60  MOS.  CLOSED  END  LEASE.  *1000  down,  cash  or  trade.  1st  payment, 
refundable  security  deposit  due  on  delivery.  Taxes,  lags,  extra.  Multiply 
60  mos.  limes  payment  for  total  amount. 

Delaware 
Auto  Leasing 

160vS  Pennsylvania  Ave.,  Wilmington 
Phone  (302)  636-3154 


healthy  attitudes  or  retaining  old,  repressive 
ones. 

Please  reconsider  your  decision  and  include 
the  Delaware  Medical  Journal  among  those 
academic  journals  which  have  responded  to 
our  changing  society  regarding  gender  and  its 
reflection  upon  our  language.  I understand  the 
need  to  economize  on  space  in  order  to  present 
as  much  information  as  possible.  Nevertheless, 
I would  prefer  to  see  our  language  mistreated 
by  the  elimination  of  articles  and  conjunctions 
than  accept  a major  compromise  by  elimi- 
nating our  feminine  pronouns. 

Sharon  W.  Milner 

(Ed  Note:  Ms.  Milner  has  an  impressive 
argument  in  favor  of  s/he.)  Ms.  Milner  gets  her 
copies  of  the  Delaware  Medical  Journal  from 
her  husband,  Ralph  S.  Milner,  M.D. 


JEFFERSON  MEDICAL 
COLLEGE 

THOMAS  JEFFERSON  UNIVERSITY 
IN  HISTORIC  PHILADELPHIA 


/ /82A 

THE  DEPARTMENT  OF  OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 
present 

THE  USE  OF  THE  CO2  LASER 
FOR  HEAD  AND  NECK  SURGERY 

at  Jefferson  Medical  College 
Philadelphia,  PA 

A two  day  workshop  given  on  the  foliowing  dates: 
May  29-30, 1987  and  October  9-10, 1987 
ANESTHESIOLOGISTS: 

• limited  to  28  pareticipants 

• 8 credit  hours  in  Category  I 

• participation  in  Day  I of  each  two  day  workshop 

• fee:  $300.00 
OTOLARYNGOLOGISTS: 

• limited  to  12  participants 

• 16  credit  hours  in  Category  I 

• participation  in  Day  I and  Day  II,  including  four  (4) 
hours  oflaboratory  exercises. 

• fee:  $850.00 

Registration  fee  inciudes  course  syliabus,  continentai  breakfasts, 
coffee  breaks,  iuncheons  and  an  evening  banquet. 

For  information  regarding  registration  call: 
Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

LOUIS  D.  LOWRY,  M.D.,  PROGRAM  DIRECTOR 
STEVEN  R.  CHESNICK,  M.D.,  CO-DIRECTOR 
AT  (215)  928-6784 
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When  you  and  your  patients  need  help,  we’re  ready  with  . . . 


• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 


Call  us  for  more  information  or  an  appointment. 


BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T. 

Where  rehabilitation  is  more  than  just  a word 


physician’s  referral  required 


KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 
WILMINGTON,  DELAWARE  1 9805  • TELEPHONE  302/995-6095 


We  account  for  Delaware's 
medical  practices. 

No  matter  how  large  or  small  your  practice,  the 
accounting  firm  of  Simon,  Master  & Sidlow 
recognizes  your  needs.  We  can  assist  you  with  tax 
planning,  financial  planning,  and  other  important 
aspects  of  medical  economics,  such  as  the  decision 
to  buy  or  to  lease  equipment. 

Call  us  today.  Ufe'll  help  you  recognize  your  needs. 


2002  W.  14th  St.,Wilm.,  DE  19805 
(302)  652-3480 


Simon 

Masto" 

^Sidlow 


308  S.  State  St.,  Dover,  DE  19901 
(302)  734-3400 


Certified  Public  Accountants 


IN  BLACK  AND  WHITE 


Dennis  R.  Witmer,  M.D.,  Photographic  Editor 


Pink  Barn  on  Concord  Pike 
Detail  of  a painting  by  Mark  G.  Cohen,  M.D. 
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DEATHS 


NORMAN  L.  CUTLER,  M.D. 

Dr.  Norman  L.  Cutler,  the  first  board  certified 
ophthalmologist  to  practice  in  Delaware,  died 
January  26,  1987  at  the  University  of 
Massachusetts  Hospital  in  Worcester.  He  was 
85. 

Dr.  Cutler  received  his  medical  degree  from 
Johns  Hopkins  Medical  School  in  1932,  after 
having  earned  his  bachelor’s  degree  from  the 
University  of  British  Columbia  and  his 
master’s  degree  from  Cornell  University.  He 


served  as  an  Army  Hospital  manager  in  Palo  ( 
Alto,  California,  during  World  War  II.  After 
the  war.  Dr.  Cutler  settled  in  this  area  and  t 
opened  his  private  practice  in  Wilmington,  1 1 
where  he  worked  until  his  retirement  in  1975.  i 
He  was  a member  of  the  American  Medical  s 
Association,  the  Medical  Society  of  Delaware,  f 
and  the  New  Castle  County  Medical  Society.  ' 

Dr.  Cutler  is  survived  by  his  son.  Dr.  Bruce  S. 
Cutler  of  Worcester,  and  three  grand-  i 
children.  1 


T.L.C. 

8PECIAU8T8 

We  re  not  just  m the  business  of  handling  money,  we  handle  people,  too  , 
day  in  and  day  out  People  like  you  who  are  important  to  our  business  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require 

Feel  free  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA,  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates 

WE’RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


SAVINGS  BANK 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 


9th  & Tatnall  Sts  Wilm  • Concord  Mail,  Midwav  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover  Delaware 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


TEACHING  THE  HISTORY  OF  MEDICINE  AT 
A MEDICAL  CENTER,  edited  by  Jerome  J. 
Bylebyl.  The  Johns  Hopkins  University  Press, 
Baltimore,  1982.  160  pp.  Price  $15.00. 

The  book  is  the  offspring  of  a symposium 
held  in  October  1980  at  Johns  Hopkins  Medical 
School.  It  was  sponsored  by  its  Institute  of  the 
History  of  Medicine  and  attended  by  teachers 
from  medical  schools  across  the  country.  Of 
the  19  doctors  who  contributed  to  this  book,  15 
are  M.D.s  or  M.D. — Ph.D.s.  Four  are  Ph.D.s. 

The  authors  define  the  problem  of  the  past 
neglect  of  the  teaching  of  history  in  medical 
schools  by  the  simple  statement  that  of  the  105 
medical  schools  operating  in  this  country,  as 
recently  as  1968,  only  ten  had  any  regular 
courses  in  medical  history. 

Now  there  has  been  a dramatic  change; 
most  medical  schools  offer  some  exposure  to 
medical  history,  but  there  is  a tremendous 
variation.  Many  still  offer  the  standard  rote 
lecture  courses  with  chronological  detciiling  of 
names,  dates,  and  events,  with  resultant 
apathy  on  the  part  of  the  medical  students. 
Others  have  changed  the  emphasis  to  semi- 

Del  Med  Jrl,  April  1987— Vol.  59,  No.  4 


nars  with  students  divided  into  small  groups 
to  discuss  historical  development  and  past 
trends  in  medicine  as  they  relate  to  ethical, 
social,  economic,  and  epidemiological 
problems. 

The  separate  chapters  give  details  of  how 
ten  schools  have  organized  their  courses  to 
take  advantage  of  specific  audio-visual 
materials  and  to  make  use  of  the  expertise  of 
anthropologists,  sociologists,  ethicists,  general 
historians,  and  medical  researchers.  Enough 
detail  is  supplied  to  make  this  a how-to-do-it 
book  for  anyone  interested  in  setting  up  such  a 
course. 

David  Platt,  M.D. 


GASTROINTESTINAL  DISORDERS  OF  THE 
ELDERLY,  by  Lawrence  J.  Brandt,  M.D.,  Raven 
Press,  New  York,  New  York  1984.  No  Price. 

With  statistics  showing  us  that  the  most 
rapidly  growing  segment  of  our  patient  popu- 
lation is  the  elderly,  there  is  naturally  a 
growing  interest  in  geriatric  medicine.  Law- 
rence J.  Brandt  in  his  book.  Gastrointestinal 
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Disorders  of  the  Elderly,  does  an  excellent  job 
of  covering  one  rather  large  aspect  of  geriatric 
disorders;  that  of  the  GI  tract. 

The  text  is  divided  into  eleven  chapters,  and 
literally  covers  the  gastrointestinal  tract  from 
lips  to  anus,  and  includes  discussions  of  every- 
thing in  between,  as  well  as  the  pancreas,  liver, 
biliary  tract  and  mesentery.  The  author  shows 
a compassion  for  his  subject  matter,  the  elderly 
patient,  by  introducing  the  factual  data  with 
appropriate  and  amusing  quotations  from 
Chaucer  and  Shakespeare  to  Browning.  The 
facts  are  presented  concisely  and  accurately 
and  are  well  referenced.  Excellent  reproduc- 
tions of  x-rays,  sonograms,  ERCP’s,  cholan- 
giograms,  pictures  of  gross  specimens,  histo- 
logic slides  and  endoscopic  pictures  illustrate 
the  text. 

This  book  is  excellent  reading  and  an  asset 
to  anyone  involved  in  treatment  of  the  elderly. 

Susan  Keri  Jonas,  M.D. 


THE  PHARMACOLOGICAL  BASIS  OF 
THERAPEUTICS  -7TH  EDITION,  by  Alfred 
Goodman  Gilman,  et  al.  Macmillan  Publishing 
Company,  New  York,  1985.  1,839  pp.  Price 
$65.00. 

The  first  edition  of  this  book  was  published 
nearly  45  years  ago.  Now  in  its  7th  edition,  it 
continues  to  be  a scholarly  and  valuable  text. 

As  with  past  editions,  the  7th  is  voluminous, 
current,  and  well  laid-out.  For  example,  the 
index  contains  88  pages,  with  drugs  listed 
under  both  generic  and  brand  names.  Appro- 
priate revisions  have  been  condensed  or 
eliminated.  New  sections,  such  as  calcium 
channel  blockers,  drug  treatment  of  hyper- 
lipoproteinemia, prostaglandins,  and  third 
generation  cephalosporins,  are  up-to-date  and 
extensive.  Also  included  as  expected,  is 
detailed  information  on  the  latest  beta- 
blocking agents. 

The  basic  format  of  each  section  remains 
unchanged.  Under  each  drug  is  a thorough 
discussion  of  history,  chemistry,  pharmaco- 
logical properties,  absorption,  distribution,  and 
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excretion,  therapeutic  uses,  toxicity,  dosage, 
and  routes  of  administration.  Even  the 
appendices  are  beneficial,  with  discussions  of 
prescription  writing,  design  and  optimization 
of  dosage  regimens,  and  drug  interactions,  as 
well  as  containing  a Table  of  Pharmacokinetic 
data. 

Drs.  Goodman  and  Gilman  have  taken  a 
very  good  textbook  and  improved  it.  Without  a 
doubt,  this  classic  text  should  be  a part  of  every 
medical  student  and  physician’s  library. 

Raymond  R.  Strocko,  M.D. 


LIFE  AND  DEATH  ON  10  WEST,  by  Eric  Lax. 
Time  Books,  New  York,  1984.  267  pp.  Price 
$14.95. 

Ward  10  West  of  UCLA  Medical  Center  is  a 
research  unit  for  treatment  of  leukemia 
patients  with  bone  marrow  transplants. 
Selected  patients  are  given  massive  chemo- 
therapy to  induce  temporary  remission  of  the 
leukemia,  next,  treated  with  whole  body 
irradiation  totally  to  destroy  their  leukemic 
bone  marrow,  then  given  transfusions  of 
marrow  from  tissue-compatible  donors  to  graft 
healthy  marrow  into  their  bodies.  When  it 
works  it  is  a miracle;  but  sadly,  sometimes  it 
does  not  work.  ^ 

This  book  is  the  story  of  the  daily  lives  of  the  ® 
patients,  their  families  and  the  doctors  and  f 
nurses  on  10  West.  The  author  lived  on  the 
ward  for  seven  months.  He  tells  the  story  and  ^ 
explains  the  very  human  interactions  by 
following  the  detailed  courses  of  a half  dozen 
patients.  In  great  detail  he  follows  the  struggle 
of  one  patient  who  at  age  26  in  her  sixth  month  | jj 
of  pregnancy  was  found  on  routine  blood 
testing  to  have  acute  myelogenous  leukemia,  j, 
With  flashbacks  he  tells  her  life  story,  and  the  | 
interactions  of  her  family  with  her  medical  ^ 
course  until  her  death.  |D( 

“I  experienced  a part  of  life  that  is  by  turns 
horrifying  and  hopeful... Life  is  anything  but 
fair,  as  stories  here  amply  show.”  j 

This  book  is  much  like  Solzhenitsyn’s  Can- 
cer  Ward. 

David  Platt,  M.D. 
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KUDOS  FOR 

Dr.  Robert  Frelick,  National  Cancer  Insti- 
tute program  director  for  the  Community 
Clinical  Oncology  Program  (CCOP),  has  been 
awarded  the  Association  of  Community 
Cancer  Centers  (ACCC)  annual  award  for 
' “outstanding  contribution  to  community  can- 
cer care”  at  the  Association’s  annual  meeting 
, in  March.  This  was  the  first  time  ACCC  has 
j presented  the  award  to  one  of  its  own;  Dr. 
i Frelick  was  one  of  the  original  organizers  of 
I ACCC  in  1974  and  he  served  as  its  president  in 
: 1980. 

' While  he  was  a member  of  the  National 
! Surgical  Adjuvant  Breast  Project  (NSABP), 

I Dr.  Frelick  wrote  the  group’s  application  for 
i its  first  Cooperative  Group  Community  Oncol- 
' ogy  Program  award  from  NCI.  He  then 
: directed  the  program  for  NSABP  and  also 
. participated  in  the  Delaware  Breast  Cancer 
Detection  Demonstration  Project  and  state- 
, wide  breast  cancer  network,  both  supported  by 
NCI. 

The  award  is  in  recognition  for  Dr.  Frelick’s 
work  during  his  five  years  at  the  National 
Cancer  Institute.  “CCOP  could  well  have 
' floundered  and  flopped  without  Frelick’s  bril- 
: liant  management  of  a complicated  program 
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DR.  FRELICK 

involving  hundreds  of  community  cancer  care 
specialists  who  had  little  or  no  experience  in 
dealing  with  NIH  or  NCI.  Instead,  it  has 
developed  into  a smashing  success  that  is 
making  a major  contribution  to  clinical  cancer 
research,”  according  to  the  NCI. 

During  his  term  as  ACCC  president,  NCI 
initiated  the  Community  Hospital  Oncology 
Program,  CCOP’s  predecessor,  a three  year 
demonstration  effort  to  help  hospitals  develop 
cancer  programs.  Dr.  Frelick  was  recruited  by 
NCI  specifically  to  help  in  organizing  CCOP. 

Dr.  Frelick’s  career  has  concentrated  on 
improving  cancer  care  for  patients,  particu- 
larly in  communities.  That  effort  will  continue 
when  he  leaves  the  National  Cancer  Institute 
in  July  to  return  to  Delaware,  where  he  will 
work  in  chronic  disease  control,  including 
cancer,  with  the  State  Department  of  Health, 
coordinating  public  health  and  private  re- 
sources for  Delaware’s  chronic  disease  control 
efforts. 

Dr.  Frelick  is  a past  president  of  the  Medical 
Society  of  Delaware,  and  chairman  of  the 
Medical  Society’s  newly  formed  Ethics  Com- 
mittee. He  and  his  wife,  Jane,  have  five 
children  and  nine  grandchildren. 
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CashoMiU  . 
Professional 


Center 


That's  our  location  on  the 
highly  traveled  corner  of 
Casho  Mill  and  Elkton 
Roads  in  the  newest 
growth  area  of  Newark. 
Just  minutes  from 
Newark,  Elkton,  1-95  and 
the  Christiana  Hospital. 


^ The  professional  is  you— 
the  physician,  dentist  or 
health  care  professional 
starting  a new  practice  or 
expanding  an  existing 
one.  A full  lab,  physical 
therapy  and  radiology 
services  are  available  in 
the  building. 


This  is  an  exceptional  14  « 
unit  office  space:  easily 
reached,  superior  in 
design  and  construction 
and  available  for  lease. 
Units  are  available  from 
1,500  to  5,000  square  feet 
Share  buy-ins  are  being ' 
offered  for  a limited  tim< 


For  your  next  professional  move,  call  302/368-3030 
for  more  information  about  this  outstanding 
office  space.  The  Center  will  be  ready  for 
occupancy  in  the  early  fall  of  1987. 


Developed  by: 

Casho  Mill  Associates 
RO.  Box  7564 

Newark,  Delaware  19714-7564 


Casho  Mill 

Professional 

Center 


Medical  Ethics 


2.14-2.15  ORGAN  DONATION  AND 
ORGAN  TRANSPLANTATION  GUIDELINES 


The  voluntary  donation  of  organs  in  appro- 
priate circumstances  is  to  be  encouraged. 

I However,  it  is  not  ethical  to  participate  in  a 
procedure  to  enable  a donor  to  receive  payment, 
other  than  for  the  reimbursement  of  expenses 
necessarily  incurred  in  connection  with  re- 
moval, for  any  of  the  donor’s  non-renewable 
organs.  (I,  III,  V)* 

I 

I GUIDELINES 

The  following  statement  is  offered  for  guid- 

I ance  of  physicians  as  they  seek  to  maintain 

: the  highest  level  of  ethical  conduct  in  the 
transplanting  of  human  organs. 

I 

1.  In  all  professional  relationships  between  a 
physician  and  his  patient,  the  physician’s 
primary  concern  must  be  the  health  of  his 
patient.  He  owes  the  patient  his  primary 
allegiance.  This  concern  and  allegiance 
must  be  preserved  in  all  medical  procedures, 
including  those  which  involve  the  trans- 
plantation of  an  organ  from  one  person  to 
another  where  both  the  donor  and  recipient 
are  patients.  Care  must,  therefore,  be  taken 

*These  citations  refer  to  the  Principles  of 
Medical  Ethics  which  may  be  found  in  the  rear 
of  the  1987-1988  Pictorial  Roster.) 


to  protect  the  rights  of  both  the  donor  and 
the  recipient,  and  no  physician  may  assume 
a responsibility  in  organ  transplantation 
unless  the  rights  of  both  donor  and  recipient 
are  equally  protected. 

2.  A prospective  organ  transplant  offers  no 
justification  for  a relaxation  of  the  usual 
standard  of  medical  care.  The  physician 
should  provide  his  patient,  who  may  be  a 
prospective  organ  donor,  with  that  care 
usually  given  others  being  treated  for  a 
similar  injury  or  disease. 

3.  When  a vital,  single  organ  is  to  be  trans- 
planted, the  death  of  the  donor  shall  have 
been  determined  by  at  least  one  physician 
other  than  the  recipient’s  physician.  Death 
shall  be  determined  by  the  clinical  judgment 
of  the  physician.  In  making  this  determina- 
tion, the  ethical  physician  will  use  currently 
accepted  and  available  scientific  tests. 

4.  Full  discussion  of  the  proposed  procedure 
with  the  donor  and  the  recipient  or  their 
responsible  relatives  or  representatives  is 
mandatory.  The  physician  should  be  ob- 
jective in  discussing  the  procedure,  in 
disclosing  known  risks  and  possible 
hazards,  and  in  advising  of  the  alternative 
procedures  available.  The  physician  should 

(Continued  on  page  344) 
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For  complete  cardiac  diagnostics. . . 


YOUR 


5K 


rrsiN 


THE  RCQMTsPtACE 


OMEGA  Cardiographic  Lab 


T'/?e  Omega 
Cardiographic  Lab 
provides  complete 
cardiac  diagnostic 
services.  The  latest 
techniques  in  testing, 
reporting  and 
monitoring  are  used. 
Our  methods  are 
reliable  and  reports  are 
iiiddti  promptly  and 
completely.  Patients 
can  feel  secure  in  the 
knowledge  that  they 
are  receiving  the  best 
in  cardiac  diagnostic 
service. 


A Complete  Diagnostic 
Laboratory  Performing 
Non-Invasive 

■ Doppler  Echocardiography 

■ Echocardiography 

Two  Dimensionai 
M-Mode 

■ Exercise  Stress  Testing 

■ 24  Hour  Hotter  Monitoring 

■ Electrocardiograms 


OMEGA 

CARDIOGRAPHIC  -w  ^ vn- 

LAB  HMO 


Omega  Cardiographic  Lab 
aiso  has  the  capability 
of  providing 

■ 30  Day  Transient 

ARRHYTHMIA 

DETECTION 

■ Trans-Telephonic 

PACEMAKER 

EVALUATION 
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Studies  Interpreted  by:  Christopher  H.  Wendel,  M.D.  F.A.C.C  , 
Ehsanur  Rahman,  M.O.  F.A.C.C., 
Christopher  A.  Bowens,  M.D. 
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MEDICAL  GRAND  ROUNDS: 
SCLERODERMA 


James  H.  Newman,  M.D. 


CASE  PRESENTATION 

A 46  year  old  black  woman  was  admitted  to 
The  Medical  Center  of  Delaware  with  progres- 
sive abdominal  pain,  bloating,  nausea  and 
anorexia.  A diagnosis  of  systemic  sclerosis 
had  been  made  six  months  earlier  at  Johns 
Hopkins  Medical  Center.  Complications  of 
pseudo-obstruction  and  pericarditis  with  large 
pericardial  effusion  had  been  observed  at 
another  hospital  two  weeks  prior  to  admission. 
Raynaud’s  phenomenon,  generalized  skin 
involvement,  symptomatic  esophageal  reflux, 
and  diminished  diffusion  capacity  were  also 
present. 

Initial  management  in  the  hospital  included 
bowel  rest,  intravenous  hydration,  parenteral 
cimetidine  and  metoclopramide,  and  oral 
ampicillin  and  metronidazole.  Consultations 
were  obtained  to  plan  total  parenteral  nutri- 
tion at  home.  Increasing  pericardial  effusion 

Dr.  Newman,  a rheumatologist  with  a practice  in  Wilmington,  is  a Member  of 
the  Section  of  Rheumatology,  Department  of  Medicine  at  The  Medical  Center 
of  Delaware,  a Clinical  Assistant  Professor  of  Medicine  at  Jefferson  Medical 
College,  and  a Clinical  Associate  in  Medicine  at  the  University  of 
Pennsylvania. 
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led  to  pericardiocentesis  and  eventual  pericar- 
dial window  placement.  A mild  microangio- 
pathic hemolytic  anemia  associated  with  mild 
thrombocytopenia  developed.  Urine  output  fell 
and  creatinine  rose  slightly.  Blood  pressure 
remained  normal.  On  the  sixteenth  hospital 
day  the  patient  complained  of  breathlessness 
and  was  found  to  have  increasing  pleural 
effusions.  Shortly  thereafter  she  suffered  a 
cardiac  arrest  from  which  she  could  not  be 
resuscitated. 

The  findings  on  post  mortem  examination 
were  those  of  scleroderma  involving  the  skin, 
gastrointestinal  tract,  pericardium,  myocar- 
dium, and  kidney.  Most  notable  was  severe 
myocardial  contraction  band  necrosis  (Fig.  la, 
b,  and  c). 

DISCUSSION  (James  Newman,  M.D.) 

Although  the  seminal  clinical  observations 
on  scleroderma  were  made  by  Sir  William 
Osier  at  the  turn  of  this  century,  the  first 
modern  description  of  the  cutaneous  disease 
was  made  in  Italy  in  the  mid  1700s  in  a 
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monograph  written  by  Carlo  Curzio.^  Our 
current  conception  of  scleroderma  as  a multi- 
system connective  tissue  disease  is  as  recent 
as  1940  at  which  time  visceral  involvement  by 
the  fibrotic  process  that  was  well  recognized  in 
skin  became  apparent,  and  scleroderma 
became  known  as  progressive  systemic  scle- 
rosis.^ In  recent  years  this  latter  name  has 
been  shortened  by  many  authors  to  systemic 
sclerosis  because  of  the  variable  nature  of  the 
illness  which  in  some  patients  is  only  very 
slowly  progressive  and  does  not  lead  to  pre- 
mature disability  or  death.  We  are  only  now 
beginning  to  approach  a basic  understanding 
of  how  this  illness  evolves  as  we  have  become 
increasingly  aware  of  the  potential  clinical 
consequences  of  scleroderma.  For  this  reason 
it  is  important  to  review  the  clinical  manifes- 
tations of  this  illness,  with  special  emphasis 
on  those  aspects  that  require  and  respond  to 
medical  intervention. 

Scleroderma  is  an  uncommon  syndrome 
with  an  incidence  of  between  five  and  twelve 
cases  per  million  population  per  year.  Its  peak 
onset  is  between  the  ages  of  20  and  50;  there  is 
a female  preponderance  of  3: 1 . No  racial  predi- 
lection has  been  noted.  An  increased  frequency 
of  specific  histocompatibility  markers  in 
patients  with  scleroderma  compared  with 
controls,  has  been  suggested  but  this  remains 
controversial.  There  are  a number  of  clinical 
syndromes  that  clinically  resemble  sclero- 
derma that  arise  from  environmental  or 
pharmacologic  exposure.^ 

Much  of  what  we  see  clinically  in  sclero- 
derma can  be  understood  on  the  basis  of  two 
primary  pathologic  lesions.  The  first  is  the 
tendency  for  deposition  of  increased  amounts 
of  connective  tissue  in  the  form  of  collagen. 
This  is,  of  course,  most  notable  in  the  skin,but 
this  increased  deposition  of  collagen  can  occur 
in  viscera  as  well.  The  second  pathologic 
lesion  of  importance  is  a structural  abnor- 
mality that  develops  in  small  arteries,  pre- 
capillary arterioles  and  capillaries.  This  in- 
cludes endothelial  cell  injury,  intimal  pro- 
liferation, and  adventitial  fibrosis  with  as- 
sociated ectasia  of  the  vasa  vasorum.  In 
capillaries  there  can  be  thrombosis,  hyalini- 
zation,  and  fibrinoid  necrosis.'* 


Figure  1c 

Figures  1 a,  b,  and  c 

Low,  medium,  and  highpower  views  of  heart 
muscle  showing  dramatic  contraction  band 
necrosis  characterized  by  pale,  loose  fibrous 
tissue  with  collections  of  macrophages. 
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CUTANEOUS  DISEASES 

Cutaneous  changes  in  scleroderma  can 
affect  the  entire  skin  surface  including  the 
extremities,  face,  scalp,  and  trunk.  The  distal 
extremities  and  face  are  usually  the  earliest 
skin  that  become  noticeably  involved.  There 
are  three  phases  of  skin  involvement.  In  the 
early  phase  there  is  edema  which  may  be 
pitting  and  most  certainly  involves  the  hands 
but  can  be  more  generalized  and  most  certainly 
involves  the  hands  but  can  be  more  general- 
ized to  involve  the  forearms,  legs,  face,  and 
trunk.  This  edematous  phase  may  be  asso- 
ciated with  some  stiffness  and  may  be  worse 
upon  arising.  It  is  not  responsive  to  diuretics. 
The  patient  most  commonly  presents  with 
swollen,  stiff  hands.  Edema  may  persist  for 
weeks  to  months  but  then  gives  way  to  an 
indurative  phase  in  which  the  skin  becomes 
bound  down  and  adherent  to  the  underlying 
dermis  and  subcutaneous  tissue  and  has  a 
woody,  thickened  feel.  This  phase,  which  fre- 
quently lasts  for  years,  gives  rise  to  many  of 
the  classic  features  of  scleroderma,  including 
the  typical  facies  with  tightening  of  the 
mouth,  decrease  in  the  ability  to  open  the  jaw, 
and  a loss  of  wrinkles.  Finally,  the  skin  may 
soften  and  become  shiny  and  atrophic.  This 
final  phase  of  skin  disease  in  scleroderma  may 
take  many  years  to  develop.  The  eventual 
softening  of  the  skin  can  be  a confusing  factor 
in  evaluating  medical  treatment  initiated 
during  the  indurative  phase. 

Another  characteristic  feature  of  cutaneous 
disease  is  the  tendency  for  hyperpigmentation 
and  hypopigmentation.  This  is  most  notice- 
able in  black  patients  where  it  gives  rise  to 
so-called  salt-and-pepper  skin.  Patients  with 
scleroderma  can  also  develop  sharply  demar- 
cated deep  ulcerations,  particularly  at  joints 
and  pressure  points.  These  resemble  vasculitic 
ulcers  but  probably  represent  nonvas- 
culitic  ischemic  changes  in  deep  dermal 
vessels.  Likely  places  for  this  to  occur  are 
overlying  in  the  shins,  elbows,  and  the  dorsum 
of  PIP  joints. 

MUSCULOSKELETAL  SYSTEM^ 

Rarely  scleroderma  will  present  with  a 
symmetric  polyarthritis  resembling  rheuma- 
toid arthritis.  This  then  gives  way  in  a matter 
of  months  to  the  typical  cutaneous  changes  of 
scleroderma.  More  commonly,  the  musculo- 
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skeletal  manifestations  of  scleroderma  reflect 
the  binding  down  of  skin  around  joints  leading 
to  contracture  and  limited  mobility.  It  is  for 
this  reason  that  early  institution  of  physical 
therapy  and  continuing  physical  therapy 
throughout  the  patient’s  clinical  course  is 
extremely  important.  Pathologic  specimens 
obtained  of  the  synovium  of  these  joints  show 
changes  of  increased  fibrosis.  Therefore,  there 
may  be  a primary  joint  abnormality  in 
patients  with  systemic  sclerosis.  Another 
characteristic  musculoskeletal  feature  is  fibro- 
tic  changes  along  tendon  sheaths,  leading  to  a 
peculiar  tenosynovitis.  These  will  frequently 
give  rise  to  crepitation  on  palpation  of  tendon 
sheaths  during  passive  range  of  motion  of 
their  adjacent  joint. 

THE  VASCULATURE^ 

A characteristic  feature  of  scleroderma  is 
Raynaud’s  phenomenon.  Raynaud’s  pheno- 
menon may  be  viewed  as  a consistent,  re- 
versible vasospasm  of  small  arteries  in  the 
distal  extremities,  occasionally  involving  the 
nose,  ears,  and  tongue  that  results  in  blanch- 
ing and/or  cyanotic  change  reversible  on 
warming.  The  phenomenon  is  more  frequently 
evoked  by  even  minimal  cold  exposure  but  can 
also  be  induced  by  emotional  stress.  The 
classic  triphasic  color  response  need  not  be 
present  as  long  as  there  is  at  least  the  biphasic 
response  of  distinct  blanching  or  cyanosis 
followed  by  a return  to  normal.  In  most 
instances,  Raynaud’s  phenomenon  is  not 
associated  with  another  disease  process.  If 
time  does  not  reveal  an  associated  illness  then 
the  process  is  referred  to  as  Raynaud’s  disease. 
If  another  process  can  be  diagnosed  then  we 
speak  of  Raynaud’s  phenomenon.  The  dif 
ferential  diagnosis  of  Raynaud’s  phenomenon 
includes  vascular  compression  syndromes 
such  as  thoracic  outlet  syndrome,  blood  protein 
abnormalities  including  cryoglobulinemia  and 
multiple  myeloma,  other  connective  tissue  sy  n 
dromes  most  notably  systemic  lupus  ery 
thematosus,  primary  vascular  disease  such  as 
atherosclerotic  embolism  or  thromboangiitis 
obliterans,  and  various  miscellaneous  asso- 
ciations including  coronary  spasm  and 
primary  pulmonary  hypertension. 

When  Raynaud’s  phenomenon  occurs  in  a 
setting  of  scleroderma  there  is  a definite 
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tendency  for  ischemic  pitting  ulcers  to  occur  in 
the  soft  tissue  pulp  of  the  distal  digit.  Some- 
times there  is  gangrene  of  the  distal  portion  of 
the  entire  digit  or  associated  bone  change  such 
as  acro-osteolysis.  This  type  of  tissue  injury 
does  not  seem  to  occur  in  other  connective 
tissue  syndromes  associated  with  Raynaud’s 
phenomenon.  The  reason  for  it  is  the  under- 
lying structural  vascular  lesion  in  scleroderma 
which  is  then  compounded  by  vasospasm.  In 
essence  there  is  a compromised  arterial  circu- 
lation which  is  further  compromised  when 
Raynaud’s  occurs. 

Much  work  has  been  done  to  characterize 
the  visible  vascular  changes  in  scleroderma 
and  other  connective  tissue  disease  that  can  be 
seen  in  the  vicinity  of  the  nail  fold  because  of 
the  singularly  unique  anatomy  of  the  nail  fold 
circulation.  Morphologic  abnormalities  in  this 
location  can  give  a great  clue  to  the  presence  of 
connective  tissue  disease  and  in  particular 
scleroderma.  In  addition,  significant  abnor- 
malities in  morphology  in  this  location  corre- 
late with  the  development  of  visceral  disease 
in  scleroderma.  A great  range  of  nail  abnor- 
malities have  been  noted  in  this  disease, 
presumably  as  a consequence  of  compromised 
circulation  in  the  vicinity  of  the  nail  matrix. 

GASTROINTESTINAL  INVOLVEMENT^ 

The  intestinal  tract  is  a common  site  of 
involvement  for  scleroderma.  In  fact,  the 
esophagus  is  the  second  most  commonly 
involved  area  after  the  skin  (Figs.  2a  and  b).  The 
consequences  of  esophageal  involvement  with 
subepithelial  fibrosis  and  thickening  is  a loss 
of  the  normal  peristalsis,  hypomotility,  and 
decreased  lower  esophageal  sphincter  pres- 
sure. These  result  in  symptomatic  dysphagia 
and  symptoms  of  esophageal  reflux  in  some 
but  not  all  patients.  Even  when  symptoms  are 
absent,  early  barium  swallow  or  manometries 
can  be  diagnostically  helpful  in  establishing 
the  diagnosis  of  scleroderma.  Five  percent  of 
all  patients  with  scleroderma  present  with 
bowel  involvement  but  no  skin  changes.  These 
patients  are  referred  to  as  scleroderma  sine 
scleroderma. 

Management  of  esophageal  involvement 
includes  the  usual  features  that  one  would 
institute  in  treating  severe  reflux  esophagitis. 
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This  would  include  the  use  of  antacids  and 
Gaviscon  and  discontinuation  of  foods  known 
to  worsen  this  symptomatology  such  as  choco- 
late or  caffeine.  Raising  the  head  of  the  bed  on 
blocks  is  helpful  as  are  pharmacologic 
measures  including  sucralfate,  cimetidine,  or 
ranitidine,  and  occasionally  metoclopramide. 
Esophagitis  with  eventual  stricture  formation 
can  occur  and  can  be  treated  with  esophagos- 
copy,  bougienage,  and  dilatation.  Bleeding 
rarely  occurs  and  perforation  is  extremely 
rare. 

Submucosal  fibrosis  can  also  occur  in  the 
duodenum,  jejunum  and  ileum.  This  leads  to  a 
dilated  bowel  which  is  subject  to  bacterial 
overgrowth  resulting  in  malabsorption.  The 
colon  can  also  be  involved  with  submucosal 


Figure  2b 

Figures  2a  and  b 


Photomicrographs  showing  the  esophagus 
with  an  expanded  fibrous  submucosa  under- 
lying squamous  epithelium,  characteristic  of 
scleroderma. 
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fibrosis,  dilatation,  and  eventual  pseudo- 
obstruction. The  potential  for  bacterial  over- 
growth and  malabsorption  provides  the 
rationale  for  the  administration  of  antibiotics 
such  as  tetracycline,  metronidazole,  and  ampi- 
cillin  intermittently  to  these  patients.  Occa- 
sionally pseudo-obstruction  is  severe  enough 
to  justify  complete  bowel  rest  for  extended 
periods  of  time  and  total  parenteral  nutrition 
administered  at  home. 

A final  howel  problem  includes  large-mouth 
diverticuli  which  occurs  on  the  antimesenteric 
side  of  the  colon.  These  may  occasionally  be 
associated  with  constipation  hut  rarely  bleed 
or  become  inflamed. 

PULMONARY  DISEASE^^ 

Scleroderma  can  affect  the  pleura,  resulting 
in  fibrosis  and  pleural  effusions  but  rarely 
clinical  pleurisy.  It  affects  the  parenchyma  of 
the  lung  causing  interstitial  fibrotic  change.  It 
can  also  affect  the  pulmonary  vasculature  in  a 
similar  manner  to  the  involvement  of  other 
small  arteries.  This  leads  to  ventilation-per- 
fusion mismatch  and  diminished  diffusion 
capacity,  and  also  causes  pulmonary  hyper- 
tension. An  important  predictor  of  progressive 
pulmonary  involvement  and  death  from  this 
complication  of  scleroderma  is  the  initial 
diffusion  capacity  at  the  time  of  diagnosis.  The 
chest  x-ray,  physical  exam,  and  general 
pulmonary  physiology  are  poor  predictors  of 
progression  of  pulmonary  disease.  In  par- 
ticular, a DCO  of  less  than  40  is  associated 
with  death  within  five  years  in  75%  of  patients. 
While  most  patients  can  be  shown  to  have 
some  mild  degree  of  pulmonary  involvement, 
it  is  not  always  progressive. 

RENAL  FUNCTION’ 

The  development  of  proteinuria  greater  than 
2t  on  qualitative  dipstick,  hypertension,  or 
rise  in  BUN,  is  often  suggestive  of  the  early 
development  of  kidney  involvement  and  may 
presage  one  of  the  most  feared  complications 
of  scleroderma,  scleroderma  renal  crisis.  In 
this  situation  there  is  the  rapid  development  of 
malignant  hypertension  associated  with 
rapidly  rising  BUN  and  creatinine,  frequently 
leading  to  oliguria  and  renal  failure  within  ten 
days.  In  most  situations  their  peripheral  blood 
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renin  is  very  high  although  occasionally  a 
patient  will  develop  a typical  picture  of  rising 
BUN  and  creatinine  but  with  normal  renin 
and  normal  blood  pressure.  In  most  every 
instance  there  is  an  associated  microangio- 
pathic hemolytic  anemia  which  can  be  quite 
brisk. 

The  frequency  of  renal  involvement  in 
scleroderma  is  not  clear  from  a survey  of  the 
literature.  It  may  occur  as  infrequently  as  30% 
or  as  commonly  as  100%.  Clearly,  scleroderma 
renal  crisis  is  not  common  hut  is  quite 
devastating.  In  the  past  it  has  frequently  been 
treated  by  nephrectomy  and  dialysis.  With  the 
availability  of  angiotensin  converting  enzyme 
inhibitors  such  as  captopril  and  enalapril,  the 
experience  has  been  that  this  complication  can 
he  controlled  with  aggressive  management  of 
hypertension,  particularly  when  instituted 
early,  with  preservation  of  renal 
function  for  prolonged  periods  of  time.  It  has 
therefore  become  fundamental  in  the  manage- 
ment of  scleroderma  that  the  development  of 
hypertension  be  treated  aggressively  at  a very 
early  stage. 

The  pathology  of  the  renal  lesion  in  sclero- 
derma is  the  typical  vascular  lesion  involving 
the  interlobular,  intralobular,  and  precapillary 
afferent  arterioles.  This  is  associated  with 
some  degree  of  glomerular  and  interstitial 
fibrosis.  With  the  development  of  scleroderma 
renal  crisis  the  pathology  merges  with  that  of 
malignant  hypertension. 

CARDIAC  INVOLVEMENT’o 

Judging  from  studies  of  echocardiograms  of 
patients  with  scleroderma,  pericardial  disease 
is  extremely  common.  Moderate  to  large 
pericardial  effusions,  however,  are  relatively 
uncommon,  and  have  been  associated  al- 
though not  proven  to  be  predecessors  of 
scleroderma  renal  crisis  and  cardiac  mor- 
bidity. Large  pericardial  effusions  may  be 
asymptomatic  and  found  only  on  routine  chest 
x-ray,  or  they  may  be  associated  with  mild 
pitting  edema  which  can  be  subtle  and  often 
missed  in  the  setting  of  scleroderma  cutaneous 
change.  Occasionally  a patient  will  have 
cardiac  tamponade.  The  characteristics  of  the 
effusion  have  not  been  well  documented  in  the 
literature,  but  they  appear  to  be  exudative  by 

325 


I 


Medical  Grand  Rounds:  Scleroderma — Newman 


protein  content  but  contain  little  cellular 
infiltrate  and  normal  glucose.  There  appears 
to  be  little  autoimmune  phenomena  present  in 
the  pericardial  effusion. 

The  other  cardiac  manifestations  of  sclero- 
derma include  arrhythmias,  chest  pain,  and 
congestive  heart  failure.  These  manifestations 
appeared  to  result  from  scattered  myocardial 
damage  resulting  in  fibrosis  that  is  not  in  the 
distribution  of  epicardial  coronary  arteries. 
The  lesions  appear  to  be  a consequence  of 
microvascular  vasospasm  corresponding  to 
Raynaud’s  phenomenon  within  the  myocar- 
dium. Following  vasospasm,  there  is  reper- 
fusion of  injured  areas  resulting  in  a peculiar 
form  of  myocardial  necrosis  which  differs 
from  the  coagulation  necrosis  of  myocardial 
infarction  and  has  been  referred  to  as  con- 
traction band  necrosis.  Recent  developments 
in  noninvaive  cardiac  evaluation  have  sup- 
ported the  notion  of  intramyocardial  micro- 
vascular  Raynaud’s  phenomenon.  These  in- 
clude the  observation  that  myocardial  wall 
motion  can  be  deleteriously  affected  by  cold 
exposure  as  measured  by  gated  blood  pool 
scans  and  thallium  scans,  and  that  this 
inducible  abnormality  can  be  prevented  to  a 
large  extent  by  pretreatment  with  sublinguinal 
nifedipine. 

The  conduction  system  appears  to  he  resis- 
tant to  injury  in  scleroderma  and  arrhythmias 
which  have  heen  documented  on  Holter 
monitor  are  a consequence  of  direct  myocardial 
injury. 

THE  CREST  SYNDROME^ 

There  is  a subset  of  scleroderma  patients 
who  tend  to  have  skin  changes  that  are  largely 
restricted  to  the  hands  and  face  with  a strong 
association  of  cutaneous  telangiectasiae. 
These  patients  often  have  very  severe  Ray- 
naud’s phenomenon,  subsutaneous  deposits  of 
calcium  referred  to  as  calcinosis  circumscripta, 
and  marked  involvement  of  the  esophagus. 
They  do  not  have  rapidly  progressive  gen- 
eralized skin  disease  and  do  not  seem  to 
develop  renal,  cardiac,  pulmonary  or  lower 
intestinal  problems  to  the  extent  that  systemic 
sclerosis  patients  do.  They  are  prone  to  de- 
veloping pulmonary  hypertension  but  not  until 
the  third  or  fourth  decade  of  disease.  The 
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CREST  Syndrome  is  associated  with  primary 
biliary  cirrhosis. 

DIFFERENTIAL  DIAGNOSIS^^ 

It  is  important  to  recognize  that  scleroderma 
can  occur  in  localized  patches  and  not  be 
associated  with  any  of  the  above  systemic 
manifestations.  This  is  referred  to  as  localized 
scleroderma  or  morphea.  Morphea  can  appear 
in  small  drop-like  clusters  called  guttate 
morphea,  or  in  larger  ivory  colored  macules 
with  surrounding  borders  of  erythema,  re- 
ferred to  as  plaque-like  morphea.  The  morphea 
may  be  restricted  to  one  area  or  may  be 
generalized  over  the  entire  skin  surface.  These 
forms  of  localized  scleroderma  are  reversible 
with  time. 

Scleroderma  can  also  occur  along  the  length 
of  an  extremity,  in  which  case  it  is  referred  to 
as  linear  scleroderma.  This  frequently  affects 
tissues  deep  in  the  skin  including  fascia, 
muscle,  and  bone  and  when  occurring  in 
childhood  can  lead  to  deformity  and  fore- 
shortening of  an  extremity.  When  this  occurs 
involving  the  face  and  skull  it  can  lead  to 
hemifacial  atrophy,  also  called  coup  de  sabre. 

Eosinophilic  fasciitis  is  a recently  described 
entity  in  which  there  is  thickening  of  the 
subcutaneous  fascia  due  to  fibrosis  and  infil- 
tration with  inflammatory  cells  which  are 
usually  mononuclear.  The  epidermis  and 
dermis  remain  normal.  Peripheral  eosino- 
philia  and  hypergammaglobulinemia  are  fre- 
quently associated.  Eosinophilic  faciitis  tends 
to  occur  spontaneously  in  young  healthy 
people  and  will  occasionally  occur  after 
vigorous  physical  activity.  It  involves  the 
extremities  in  a symmetric  manner  but  fre- 
quently spares  the  trunk  and  always  spares 
the  head  and  neck.  It  is  particularly  sensitive 
to  moderate  to  low  doses  of  corticosteroids.  In 
its  early  stages  it  can  be  confused  easily  with 
scleroderma.  Of  importance  is  the  fact  that  it 
usually  spares  the  hands  and  is  not  associated 
with  Raynaud’s  phenomenon  or  visceral 
involvement. 

Mixed  connective  tissue  disease  is  a clinical 
syndrome  in  which  there  are  overlapping 
features  of  the  pure  classic  connective  tissue 
diseases  including  scleroderma,  lupus,  poly- 
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myositis  and  rheumatoid  arthritis.  In  the  past 
these  syndromes  were  frequently  given  in- 
triguing names  such  as  lupoderma  or  sclero- 
myositis.  Many  of  these  patients  have  the 
common  feature  that  they  demonstrate  in 
their  serum  very  high  titers  of  antibodies 
directed  against  ribonucleoprotein  without 
antibodies  directed  against  the  corresponding 
antigen,  Sm.  Swollen  hands  and  Raynaud’s 
phenomenon  are  very  characteristic  of  these 
patients  early  on,  and  they  may  be  confused 
with  scleroderma.  They  may  have  other  over- 
lapping features  with  scleroderma,  tend  to 
have  a more  protracted  course,  and  many  of 
their  manifestations  are  very  sensitive  to  low 
doses  of  corticosteroids.  Given  time  and  obser- 
vation many  of  these  patients  tend  to  dif- 
ferentiate themselves  into  more  typical  con- 
nective tissue  diseases,  the  most  common  of 
which  is  systemic  sclerosis. 

It  is  of  interest  that  occupational  or  medical 
exposure  to  certain  chemicals  and  pharmaco- 
logic agents  have  been  associated  with  the 
development  of  skin  changes  that  resemble 
scleroderma  and  with  the  development  of 
vascular  changes  that  mimic  the  vascular 
changes  of  scleroderma  including  the  develop- 
ment of  Raynaud’s  phenomenon.  These  agents 
include  polyvinyl  chloride  and  associated 
compounds,  intramuscular  pentazocine  and 
bleomycin.  Recently,  there  has  been  an  out- 
break of  a scleroderma-like  disease  in  a large 
number  of  poeple  from  a localized  geographic 
area  in  Spain  who  were  exposed  to  an 
adulterated  rape  seed  oil  used  in  cooking.  This 
so-called  “toxic  oil  syndrome”  is  under  intense 
investigation.  Patients  undergoing  bone  mar- 
row transplantation  who  develop  chronic  graft 
versus  host  disease  can  develop  a clinical 
syndrome  that  is  extremely  suggestive  of 
Sjogren’s  syndrome  and  sclerderma.  Finally, 
there  is  a potpourri  of  uncommon  syndromes 
that  can  present  with  skin  changes  similar  to 
scleroderma.  This  includes  scleroderma  which 
is  self  limiting,  involves  the  trunk  primarily,  and 
follows  a bacterial  respiratory  infection  in 
most  instances;  scleromyxedema,  an  uncom- 
mon dermatologic  disease;  carcinoid  syn- 
drome; porphyria  cutanea  trada;  and  amyloi- 
dosis. 

MORTALITY  IN  SCLERODERMA 

There  are  no  reasonable  current  epidemio- 
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logic  figures  that  review  mortality  in  sclero- 
derma. Large  scale  studies  from  15  years  ago 
suggest  50%  mortality  at  seven  years.  This  is 
probably  an  overestimate  of  what  we  currently 
see,  due  to  improved  understanding  and  ability 
to  intervene  in  such  situations  as  scleroderma 
renal  crisis.  It  is  clear,  however,  that  the 
determinates  of  mortality  are  visceral  involve- 
ment rather  than  skin  disease,  and  in  parti- 
cular myocardial,  renal,  and  pulmonary 
involvement. 

PATHOPHYSIOLOGY5 

Why  scleroderma  occurs  is  not  understood. 
There  are  currently  two  theories  as  to  the 
development  of  the  pathologic  lesions  of 
scleroderma.  One  line  of  research  suggests 
that  there  is  an  abnormal  immune  response  in 
the  skin  and  other  organs  in  which  T-lympho- 
cytes  produce  soluble  mediators  (lymphokines) 
which  stimulate  subpopulations  of  fibroblasts 
to  produce  excessive  collagen.  A second  line  of 
evidence  suggests  that  there  is  a circulating 
factor  which  injures  endothelial  cells  leading 
to  the  vascular  abnormality  that  has  been 
defined  above.  Whether  one  or  both  of  these 
theories  is  correct  will  only  be  known  with 
further  research. 

MANAGEMENTS 

There  are  no  controlled  double  blind  prospec- 
tive studies  of  drug  therapy  for  the  skin  disease 
of  scleroderma.  The  current  practice  of  many 
rheumatologists  is  to  use  D-penicillamine 
sometimes  in  concert  with  colchicine,  when 
progressive  skin  disease  is  diagnosed.  These 
appear  to  be  most  effective  when  used  within 
the  first  two  years  of  illness.  This  therapy 
should  be  combined  with  physical  therapy  to 
minimize  joint  contracture  and  vigorous  treat- 
ment of  Raynaud’s  phenomenon  including 
minimizing  cold  exposure  and  discontinuation 
of  cigarette  smoking.  There  are  no  excellent 
drugs  for  the  management  of  Raynaud’s 
phenomenon.  The  availability  of  calcium 
channel  blockers,  most  notably  nifedipine 
(Procardia,  Pfizer)  and  diltiazem  HCl 
(Cardizem,  Marion  Laboratories,  Inc.)  have 
been  a great  boon  in  the  reduction  in  the 
frequency  and  severity  of  Raynaud’s  phe- 
nomenon in  scleroderma.  It  is  not  clear  as  to 
whether  pentoxifylline  (Trental,  Hoechst- 
Roussel)  will  be  of  benefit  and  it  is  now 
undergoing  study.  Other  agents  that  have 
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been  used  in  treating  severe  Raynaud’s  pheno- 
menon include  intra-interial  reserpine,  methyl- 
dopa  (Aldomet,  Merck  Sharp  & Dohme), 
hydralazine  and  prazosin  (Minipress,  Pfizer) 
and  intravenous  low  molecular  weight  dex- 
tran  infusions.  Vigorous  management  of 
hypertension  is  absolutely  necessary. 

In  summary,  developing  a close  relationship 
with  patients  with  the  chronic  and  potentially 
devastating  illness  of  scleroderma  is  most 
important.  Through  careful  follow  up,  compli- 
cations can  be  recognized  and  optimally 
treated  within  the  limits  of  our  present 
knowledge. 
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TRANSVERSE  TESTICULAR  ECTOPIA: 
A CASE  REPORT 


Johna  H.  Peters,  M D. 
Shivdev  Singh,  M.D 


INTRODUCTION 

Absence  of  a gonad  in  the  scrotum  of  a 
young  boy  can  be  due  to  several  circum- 
j stances  ‘ ^ Often  the  testicle  is  retractile,  pulled 
up  by  the  cremaster  muscle,  and  therefore  can 
easily  be  maneuvered  into  the  scrotum.  The 
testicle  could  be  truly  undescended  and  present 
anywhere  along  its  normal  path  of  descent 
from  the  intra-abdominal  fetal  location. 
However,  the  testicle  may  be  atrophic,  due  to 
lack  of  blood  supply  while  intra-abdominally 
located.  Occasionally,  the  testicle  may  be 
absent  altogether  as  a result  of  developmental 
failure.  On  occasion,  it  may  be  present  in  an 
ectopic  location  when  it  deviates  from  its 
regular  channel  of  descent  through  the  in- 
guinal canal  into  the  scrotum.  An  ectopic 
testicle  may  lie  in  the  supra-inguinal  pouch,  a 
relatively  common  site,  or  in  the  perineum, 

(femoral,  or  prepubic  areas.  Rarely,  the  testicle 
may  cross  over  to  the  opposite  inguinal  canal, 
j the  so-called  transverse  testicular  ectopia 
II  (TTE).  Clinically,  TTE  generally  presents  as 
i cryptorchism  on  one  side  associated  with  a 
contralateral  inguinal  or  scrotal  swelling.  The 
; differential  diagnosis  would  include  inguinal 
I hernia,  hydrocele,  spermatocele,  and  tumor. 
The  diagnosis  of  TTE  is  rarely  made  pre- 
operatively,  and  its  etiology  remains  obscure. 

I br  Peters,  tormerly  a surgical  resident  at  The  Medical  Center  of  Delawart'.is 
now  a staff  surgeon  at  the  Russell  County  Medical  Center  in  Virginia. 

Dr  Singh,  formerly  of  the  Department  ol  Surgery  at  The  Medical  Center  of 
Deidware.  is  now  practicing  pediatric  surgery  in  Los  Angeles. 
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CASE  REPORT 

R.T.  presented  initially  at  four  weeks  ol  ag. 
with  a large  right  inguinal  hernia  and 
undescended  testicle.  At  operation  a tha/ 
hernial  sac  containing  cord  structures  ana  a 
testicle  was  found  on  the  right  side.  T.»' 
epididymis  was  associated  with  an  elongau  .s 
mesentery.  A herniorrhaphy  was  performcv. 
and  the  testicle  placed  in  the  scrotum. 

The  patient  presented  again  at  30  months  of 
age  with  a recurrence  of  the  right  inguinal 
hernia,  and  continued  nonpalpable  left  testicle. 
Upon  reoperation  of  the  right  side,  a well- 
formed  hernial  sac  associated  with  a small 
hydrocele  was  found.  Upon  opening  the  sac, 
two  testicular  masses,  one  lying  above  the 
other,  approximately  1.5  cm  apart,  were 
observed.  A biopsy  obtained  from  the  upper 
testicle  revealed  it  to  be  normal;  both  testicles 
were  present  on  the  right  side.  Two  entirely 
independent  spermatic  cords,  each  containing 
a vas  deferens,  artery,  and  venous  plexus  w etc 
painstakingly  separated.  Figure  1.  On  tracing 
the  cords  to  the  right  inguinal  ring,  it  was 
found  that  both  cords  proceeded  in  their 
separate  directions.  Figure  2.  Retroperitoneal 
exploration  was  performed.  The  left  testicle 
with  the  shorter  cord  was  pexed  on  the  right 
side,  and  the  right  testicle,  having  the  longer 
cord,  was  transferred  to  the  left  hemiscrotun 
through  the  septum.  Figure  3.  A Bassini  repaii 
was  performed.  No  other  genitourinary  abnoi 
malities  were  noted  on  examination. 
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FIGURE  1 

Operative  photograph  showing  both  testes 
in  the  right  scrotum. 


FIGURE  2 

Diagram  of  two  testes  in  the  right  hernial  sac 
with  cords  in  their  respective  directions. 
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DISCUSSION  j 

Transverse  testicular  ectopia  was  first  re-f 
ported  by  Lenossek  in  1886.^  By  1982,  the|! 
number  of  documented  patients  with  TTE  ap-> 
proached  100.  Theories  of  development  havei^ 
been  espoused  by  different  physicians,  but  the  j 
pathogenesis  remains  elusive.  | 

The  genitourinary  tract  develops  from  thej 
urogenital  ridge.  Two  sets  of  structures  develop  k 
concurrently:  the  Wolffian  and  the  Mullerian* 
systems.  The  regression  or  progression  of  ‘ 
development  of  either  is  based  on  androgenic  ; 
stimulis.  If  an  androgen-producing  testis  is  t 
formed,  it  will  support  Wolffian  development : 
and  Mullerian  regression.  If  androgen  pro-  ■ 
duction  is  not  significant,  the  Wolffian  , 
system  fails  to  develop,  and  the  Mullerian  . 
system  grows. 

Androgen  production  may  be  altered  by;' 
various  causes  such  as  intersex,  maternal  1 
hormone  intake,  mixed  gonadal  dysgenesis, , 
faulty  steroid  metabolism,  and  testicular  ' 
feminization.  Because  of  the  proximity  of  the  * 
genital  and  urinary  tracts,  duplication  ort 
unilateral  urinary  tract  structures,  embryonic ; 
rests  may  occur  in  1-2%  of  patients  seen  with  a il 
diagnosis  of  cr5dorchism. 

Thevathasan  compiled  the  various  theories ) 
concerning  TTE  which  have  been  developed  I 


FIGURE  3 

Diagram  of  final  position,  showing  the  tran- 
septal  placement  of  right  testis  in  left 
hemiscrotum  and  left  testis  on  the  right  side. 
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over  the  years.^  He  then  devised  a theory  of 
pathogenesis  based  on  others’  descriptions  of 
operative  pathology.  Patients  are  divided  into 
two  general  groups:  one  in  which  there  is  gross 
evidence  of  a persistent  Mullerian  remnant, 
and  one  in  which  it  is  not  apparent.  The 
existence  of  a Mullerian  remnant  at  the  time 
of  descent  is  believed  to  account  for  the 
common  descent  in  a shared  saccus  vaginalis 
of  the  two  testicles.  This  theory  of  pathogenesis 
is  evidenced  by  a persistent  remnant  in  only 
one-half  of  the  cases  reported.  The  remaining 
half  may  be  associated  with  a regressed 
Mullerian  remnant,  or  may  also  be  associated 
with  local  factors  such  as  adhesions,  ob- 
struction of  the  inguinal  ring,  or  early  defective 
germ  cell  migration. 

TTE  is  most  commonly  diagnosed  intra- 
operatively.  Other  genitourinary  abnor- 
malities may  be  obvious  on  physical  examina- 
tion or  only  at  the  time  of  surgery.  Hypo- 
spadias and  hydrocele,  as  well  as  indirect 
inguinsJ  hernias,  which  occur  in  as  many  as 
67%  of  these  patients,  can  be  appreciated  on 


physical  examination.  Intersex  remains  a 
karyotypic  or  histologic  diagnosis.  It  is  still 
clinically  important  that  such  patients  are 
usually  male,  and  reared  as  such  because  of 
the  presence  of  androgen-producing  testes, 
despite  the  failure  to  whatever  degree  of 
Mullerian  regression.  Where  the  abnormality 
is  suspected  preoperatively,  evaluation  with 
ultrasonography,  IVP,  CT  scan,  and  testicular 
scan  as  well  as  herniogram  can  be  useful  in 
making  the  diagnosis.^ 

SUMMARY 

Even  though  transverse  testicular  ectopia  is 
rare,  surgeons  should  be  aware  of  the  possi- 
bility of  finding  both  testicles  to  one  side,  so 
that  unnecessary  confusion,  along  with 
damage  to  the  second  testicle,  can  be  avoided 
at  the  time  of  surgery. 
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THE  NUCLEAR  WEAPONS  FREEZE  AND 
A CANCER  METAPHOR 


Andre  Bruwer,  M.D. 


As  a physician  I am  intrigued  by  the  brilliant 
logic  of  the  idea  of  a bilateral  nuclear  weapons 
freeze  by  the  nuclear  superpowers.  It  offers  the 
promise  of  an  inspiring  start  to  a scaling  down 
of  the  nuclear  arms  race,  unencumbered  by 
intellectually  contorted  strategies  such  as  the 
so-called  build-down  proposal  or  by  the  frantic 
addition  of  more  and  more  missiles  so  their 
elimination  may  be  negotiated. 

The  language  of  the  freeze  proposal  calls  on 
the  leaders  of  the  Soviet  Union  and  the  United 
States  to  work  toward  the  adoption  of  an 
immediate,  verifiable,  mutual  freeze  of  the 
testing,  production,  and  deployment  of  nuclear 
weapons  and  their  delivery  systems. 

Why  does  such  a concept  appeal  to  a 
physician?  Let  me  try  to  explain. 

Politicians  are  fond  of  using  medical  meta- 
phors. We  have  heard  about  bombing  another 
country  with  “surgical  precision.”  We  have 
been  urged  to  “quarantine”  an  unfriendly 
nation.  We  have  been  warned  not  to  use  “Band- 
Aid  measures”  to  solve  serious  social  problems. 
Politicians  might  do  well  to  adopt  a cancer 
metaphor  in  relation  to  the  nuclear  arms  race. 

Dr.  Bruwer  is  a member  of  the  Department  of  Radiology,  School  of  Medicine, 
University  of  Arizona,  Tucson. 

Reprinted  with  permission  from  JAMA,  1985;  254(5):657-658. 


They  may  then  also  come  to  understand  that 
the  metaphor  of  the  freeze  can  be  used  in  a 
therapeutic  sense. 

The  arms  race — and  the  nuclear  arms  race 
in  particular — has  often  been  characterized  as 
a cancer  invading  human  society.  Uncontrol- 
led, cancer  kills  by  spreading  in  the  tissues  and 
through  the  bloodstream  and  lymph  stream  of 
the  human  organism.  It  causes  fear  and  dis- 
couragement and  saps  the  strength  and  energy 
of  the  body  in  which  it  grows.  Billions  of  dol- 
lars and  research  hours  have  been  spent  trying 
to  find  a cure  for  cancer.  Although,  from  time 
to  time,  there  are  glimmerings  of  hope  of  a 
cure,  cancer  kills  more  people  each  year.  The 
usual  treatment  offered  a patient  with  incur- 
able cancer  is  palliative,  meaning  that  the 
physician  can  provide  narcotics,  chemother- 
apy, radiation,  or  mood-elevating  drugs,  or  a 
combination  of  these  methods. 

The  counterpoint  of  these  palliative  standbys 
might,  in  the  nuclear  arms  race,  be  seen  as 
“deterrence,”  a method  of  defense  or  mutual 
intimidation,  that  has  provided,  for  the  past  40 
years,  a nervous  peace  that  most  people  believe 
cannot  last  long  unless  major  changes  in 
thinking  occur  regarding  concepts  of  living 
together  on  one  planet. 
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In  the  case  of  human  cancer,  palliation  will 
usually  make  the  patient’s  last  few  weeks  or 
months  of  life  more  hearable.  Sometimes  it 
might  even  create  the  illusion  of  cure.  But 
palliation  will  not  cure  those  in  whom  the 
cancer  has  spread  widely.  Physicians  do  not 
live  under  such  a misconception.  Although 
they  always  hope  for  the  best  for  their  unfor- 
tunate patients,  although  they  always  try  to 
be  encouraging,  they  are  realists.  They  do  not 
mistake  palliation  for  cure. 

Let  us  now  imagine  that  doctors  throughout 
the  world  might  be  told,  by  some  cosmic  force, 
that  if  they  so  wished,  they  could  achieve  a 
cancer  freeze.  This  would  mean  that  they 
would  be  able  to  stop  the  process  of  cancer  in 
all  their  afflicted  patients  on  a mutually 
agreed-on  date,  simply  by  agreeing  to  do  so. 
The  cancer  freeze  would  be  universal.  In  every 
patient  with  cancer,  the  disease  would  be 
frozen  in  its  tracks. 

What  would  such  a halt  in  the  growth  of 
cancer  do  for  human  beings?  It  would  not  cure 
any  patients  of  their  cancer,  only  stop  the 
cancers  from  spreading  further.  Furthermore, 
and  of  equal  importance,  it  would  create  time 
for  immense  amounts  of  research  on  cancer  to 
continue  and  to  flourish  in  an  atmosphere  of 
renewed  hope  and  anticipation.  Cancer  scien- 
tists throughout  the  world  would  be  heartened 
and  inspired.  Patients  would  be  gratified  and 
jubilant.  Unfortunately — most  unfortunately — 
doctors  and  their  patients  cannot  be  given 
such  a chance. 

In  the  case  of  the  nuclear  arms  race,  human 
beings  now  have  a chance  to  stop  the  spread  of 
this  deadly  social  cancer,  an  opportunity  to 
freeze  the  nuclear  weapons  race  in  its  tracks. 
Such  a freeze  will  not  cure  the  cancer  of  the 
nuclear  arms  race.  But  it  will  allow  people  of 
all  nations  in  the  world  to  breathe  a sigh  of 
relief.  People  will  find  new  hope.  It  will  allow 
leaders  time  to  work,  in  a positive  atmosphere, 
toward  the  elimination  of  nuclear  weapons. 
Leaders  will  be  able  to  plan  in  a spirit  of  hope 
and  encouragement. 

There  are  doomsayers  who  say  that  the 
freeze,  as  a beginning  of  a return  to  sanity,  is 
idealistic  and  unrealistic.  One  can  remind 
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them  that  there  were  those  who  lacked  the 
courage  and  the  vision  to  beheve  that  a former, 
inbred,  inherent  scourge  of  mankind,  slavery, 
could  be  abolished. 

Even  human  sacrifice  was,  at  one  time,  part 
of  human  culture.  There  are  also  those  who 
say  that  a universal  nuclear  fireeze  is  not 
enough,  that  it  does  not  diminish  the  arsenals. 

Imagine  the  outcry,  the  indignant  condem- 
nation, if,  in  the  case  of  our  imaginary  human 
cancer  freeze,  a leading  physician  were  to  say, 
“I  oppose  a cancer  freeze  because  it  is  not 
enough.”  One  cannot  imagine  any  physician 
being  so  shortsighted  and  insensitive  to  the 
suffering  of  cancer  patients. 

But,  whereas  pohticians  have  the  opportunity 
of  a nuclear  weapons  freeze  for  the  taking, 
physicians  and  their  patients  will  never  be 
given  a choice. 

A bilateral  nuclear  weapons  freeze  is  a 
courageous  and  inspiring  idea.  It  would  be  a 
beginning,  worthy  of  the  memory  of  Hiroshima 
and  Nagasaki. 
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Members  of  the  Medical  Society  of  Delaware  are  invited  to  submit  material. 
Preferred  length  is  approximately  250-500  words.  For  further  information 
contact  the  Journal  office,  658-3957. 


DEL  DOC  VS.  SMOKING 

The  February  1987,  issue  of  the  MSD  News 
carried  an  item  designed  to  help  physicians  in 
our  battle  against  disease  and  disability.  It  is 
the  DOC  (Doctors  Ought  to  Care)  Antismoking 
Prohealth  Postcard.  It  is  meant  to  be  mailed  to 
our  Senators  and  Representative  in  the  U.S. 
Congress  whenever  one  of  our  patients  dies  of 
a smoking-related  illness,  as  a reminder  of  the 
toll  that  cigarettes  take  on  our  nation.  I urge 
all  physicians  to  mail  copies  of  this  postcard  to 
our  Congressional  leaders  when  a patient  dies 
of  a smoking-related  illness  so  that  in  the 
future,  this  postcard  will  be  unnecessary. 

Mark  Glassner,  M.D. 

ETHICS  CONSULTANTS: 

SOCIETY’S  SERVANTS 

“Ethics  consultants  may  wield  considerable 
influence  in  hospitals  and  other  health  care 
settings  that  employ  them,  according  to  a 
survey  prepared  by  the  National  Institutes  of 
Health  (NIH).  Of  the  38  ethics  consultants 
who  participated  in  the  survey,  28  say  they 
have  some  jurisdiction  over  specific  issues  and 


18  maintain  that  hospital  staffs  are  obliged  to 
follow  their  advice  in  cases  involving  these 
issues.  Their  areas  of  jurisdiction  include 
selection  of  candidates  for  transplant,  whether 
to  withhold  treatment,  the  use  of  prolonged 
restraints,  and  issues  that  involve  retarded 
patients  or  impaired  human  subjects.”^ 

The  survey  referred  to  was  performed  anteced- 
ent to  a conference  on  ethics  consultants 
which  was  held  recently  at  the  University  of 
California.  Dr.  John  Decker,  director  of  the 
Clinic  Center  at  NIH,  remarked  that  “providing 
in-house  ethics  consultants  may  be  primarily 
a self  protective  device  of  the  medical  establish- 
ment,” and  urged  ethics  consultants  to  be 
servants  of  society  rather  than  servants  of  the 
hospital. 

Who  were  the  consultants  attending  this 
meeting?  Twenty  of  the  53  were  philosophers, 
theologians,  nurses,  or  lawyers.  The  ethicists 
deemed  the  ethical  issues  they  are  given  to 
consider  difficult  to  resolve  in  order  of  their 
experience.  The  newest  consultants,  ie,  less 
than  five  years  in  the  ethics  business,  found 
fewer  issues  difficult  to  resolve  than  the 
“seasoned”  consultants.  Almost  half  of  the 
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ethicists  keep  no  records  of  their  consultations, 
in  large  part  because  of  the  fear  that  their 
notes  could  be  read  by  unauthorized  persons 
or  used  in  court  proceedings.  Thirteen  never 
write  on  patient’s  charts,  15  do  so  sometimes. 
Only  eight  of  the  ethicists  made  hospital 
rounds. 

The  question  for  whom  ethics  consultants 
are  working  seems  less,  rather  than  more 
clarified  by  the  conference  report.  I find  their 
lack  of  firsthand,  ongoing  clinical  experience 
of  most  concern;  how  can  valid  clinical  recom- 
mendations be  made  by  non-clinicians?  In  a 
recent  paper  in  the  same  journal,  a sociologist 
exposed  to  the  ethical  discussions  of  clinical 
geneticists  said  he  found  the  situations  much 
more  complex  and  difficult  when  he  became  a 
member  of  the  team  than  when  he  had  pre- 
viously served  as  the  recorder  of  their  business.^ 

Bemadine  Z.  Paulshock,  M.D. 
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Dead  on  Arrival 
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CORRECTIONS 

In  the  February,  1987,  issue  of  the  Delaware 
Medical  Journal,  Dr.  Joseph  F.  O’Donnell’s 
professional  affiliations  were  inadvertently 
dropped.  Dr.  O’Donnell  is  the  Chief  of 
Hematology  and  Oncology  at  the  Veterans 
Administration  Medical  Center  at  White  River 
Junction,  Vermont,  and  an  Associate  Pro- 
fessor of  Clinical  Medicine  at  the  Dartmouth 
Medical  School  in  Hanover,  New  Hampshire. 
We  regret  this  oversight. 

In  the  March,  1987,  issue,  book  reviewer 
John  M.  Bader,  Esq.’s  name  is  misspelled. 
Again,  we  apologize  for  this  error. 


(Continued  from  page  313) 

not  encourage  expectations  beyond  those 
which  the  circumstances  justify.  The  physi- 
cian’s interest  in  advancing  scientific  knowl- 
edge must  always  be  secondary  to  his 
primary  concern  for  the  patient. 


5.  Transplant  procedures  of  body  organs  should 
be  undertaken  (a)  only  by  physicians  who 
possess  special  medical  knowledge  and 
technical  competence  developed  through 
special  training,  study,  and  laboratory 
experience  and  practice,  and  (b)  in  medical 
institutions  with  facilities  adequate  to  pro- 
tect the  health  and  well-being  of  the  parties 
to  the  procedure. 

6.  Transplantation  of  body  organs  should  be 
undertaken  only  after  careful  evaluation  of 
the  availability  and  effectiveness  of  other 
possible  therapy.  (I,  III,  V) 

This  has  been  taken  from  the  Current 
Opinions  of  the  Council  on  Ethical  and 
Judicial  Affairs  of  the  American  Medical 
Association. 

Provided  as  a service  hy  the  Ethics  Commit- 
tee of  the  Medical  Society  of  Delaware. 

For  more  information,  call  Suzanne  Howell 
at  651-5570. 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
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congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 
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Letters  To  The  Editor 


DISABILITY  DETERMINATION  SERVICE  DEMYSTIFIED 


To  the  Editor: 

I would  like  to  clarify  a few  generalizations 
and  misconceptions  in  Mr.  Grady’s  article, 
“Social  Security  and  the  Disabled  Patient,” 
which  appeared  in  the  August  1986,  Delaware 
Medical  Journal. 

Although  the  disability  program,  which  as 
part  of  the  national  Social  Security  program  is 
administered  by  the  federal  government,  it 
has  from  the  start  required  state  participation 
in  the  determination  of  disability.  Except  for 
some  technical  exceptions  from  state  juris- 
diction, nearly  all  disability  claims  are  decided 
by  a Disability  Determination  Service  in  the 
state  in  which  the  worker  resides. 

The  primary  purpose  of  the  Disability 
Determination  Service  is  to  prepare  accurate 
disability  decisions  as  quickly  as  possible.  The 
federal  government  has  the  responsibility  for 
establishing  disability  criteria,  monitoring 
Disability  Determination  Service  perfor- 
mance, developing  policy,  and  making  the 
actual  payment  of  benefits. 

Once  the  application  for  disability  benefits 
has  been  completed  at  the  local  Social  Security 
office,  it  is  directed  to  the  state  Disability 
Determination  Service  for  a medical  decision. 
After  the  state  Disability  Determination  Serv- 
ice has  gathered  all  the  medical  evidence 
needed  to  adjudicate  the  case,  a process  called 
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“Sequential  Evaluation”  is  used  to  determine 
if  the  claimant  is  disabled  or  not. 

Before  I explain  the  five  steps  of  Sequential 
Evaluation,  you  must  be  familiar  with  the 
definition  of  disability  as  provided  by  the 
Social  Security  Administration:  “The  inability 
to  engage  in  any  substantial  gainful  activity 
by  reason  of  any  medically  determinable 
physical  or  mental  impairment  which  can  be 
expected  to  result  in  death  or  has  lasted  or  can 
be  expected  to  last  for  a continuous  period  of 
not  less  than  12  months...”  There  are  two  key 
points  found  in  the  above  definition  of  which 
you  should  be  aware:  1.  The  inability  to  engage 
in  any  substantial  gainful  activity  (work);  and 
2.  The  medically  determinable  impairment 
must  be  expected  to  result  in  death  or  last  12 
months  or  more. 

Also,  the  medical  basis  of  disability  must  be 
based  on  a medically  determinable  impair- 
ment. This  means  an  impairment  which  has 
medically  demonstrable  anatomical,  physio- 
logical, or  psychological  abnormalities.  Such 
abnormalities  are  medically  determinable  if 
they  manifest  themselves  as  signs  or  labora- 
tory findings  apart  from  symptoms.  Abnor- 
malities which  manifest  themselves  only  as 
symptoms  are  not  medically  determinable. 

The  Sequential  Evaluation  Steps  are  as 
follows,  and  if  a decision  regarding  disability 
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can  be  made  at  any  step,  no  further  evaluation 
is  required. 

1.  Is  the  individual  engaged  in  substantial 
gainful  activity?  If  the  claimant  is  working, 
he  is  not  eligible  for  disability  benefits. 

2.  Does  the  individual  have  any  severe  impair- 
ments? If  an  individual  does  not  have  an 
impairment  or  combination  of  impairments 
that  significantly  limits  his  physical  or 
mental  capacity  to  perform  basic  work  or 
related  functions,  a finding  must  be  made 
that  he  does  not  have  a severe  impairment, 
and  therefore,  is  not  disabled.  At  this  step 
the  decision  is  based  on  medical  considera- 
tions alone;  no  consideration  of  vocational 
factors  is  necessary. 

3.  Does  the  individual  have  any  impairment(s) 
which  meet(s)  or  equal(s)  the  listing?  A 
finding  of  disability  ordinarily  will  be 
justified  when  the  individual’s  impairment 
is  one  which  is  as  severe  as  the  impairments 
contained  in  the  Listing  of  Impairments. 
The  Listing  of  Impairments  contains  over 
100  medical  conditions  which  would  ordi- 
narily prevent  an  individual  from  engaging 


in  any  gainful  activity.  The  Listings  help  to 
assure  that  determinations  of  disability 
have  a sound  medical  basis  and  that 
claimants  receive  equal  treatment  through- 
out the  country. 

For  an  impairment  to  be  found  to  be 
equivalent  in  severity  to  a listed  impair- 
ment, the  set  of  symptoms,  signs,  and 
laboratory  findings  in  the  medical  evidence 
supporting  a claim  must  be  compared  with 
or  found  to  be  equivalent  in  terms  of  medical 
severity  and  duration  to  the  set  of  symp- 
toms, signs,  and  laboratory  findings  speci- 
fied for  a listed  impairment.  When  the 
claimant’s  impairment  is  not  listed,  the  set 
for  the  most  closely  analogous  listed  impair- 
ment is  used. 

4.  Does  the  individual  have  any  impairments 
which  prevent  past  relevant  work?  Where  a 
finding  of  disability  or  no  disability  cannot 
be  made  on  current  work  activity  or  on 
medical  considerations  alone,  and  the  in- 
dividual has  a severe  impairment  or  combi- 
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ATTENTION  DOCTORS 

Currently,  we  have  the  ability  to  offer  an  alternative  to  the  lengthy  written  reports 
requested  on  your  patients  applying  for  Social  Security  Disability  benefits.  You  can 
phone  in  your  medical  report  in  complete  confidence.  Your  report  is  received  and 
transcribed  by  a professional  transcription  service. 

All  you  have  to  do  is:  Call  1-800-331-4299 

It’s  convenient:  Available  24  hours  per  day,  everyday. 

It’s  efficient:  No  writing  or  mailing. 

It’s  economical:  No  additional  personnel  or  materials  need  be  furnished  by  you. 

By  utilizing  this  service,  we  will  receive  medical  evidence  faster,  which  will  enable  us  to 
make  timely  and  accurate  medical  decisions  of  disability.  For  any  questions  please 
contact: 

W.  Marc  Young 
Medical  Relations  Officer 
Disability  Determinations  Service 
(302)  571-2079 


nation  of  impairments  which  has  lasted  or 
is  expected  to  last  12  months,  the  indi- 
vidual’s residual  functional  capacity  (RFC) 
and  the  physical  and  mental  demands  of 
past  relevant  work  must  be  evaluated. 

If  the  individual’s  assessed  RFC  meets 
the  physical  and  mental  demands  of  a job 
he  has  performed  during  the  relevant  past, 
this  is  generally  sufficient  basis  for  finding 
the  individual  is  not  disabled.  However,  the 
inability  to  do  past  relevant  work  is  not  in 
itself  a basis  for  a finding  of  disability. 

5.  Does  the  individual’s  impairment  prevent 
other  work? 

A.  If  an  individual  cannot  perform  any  past 
relevant  work  because  of  severe  impair- 
ments), but  the  remaining  physical  and 
mental  capacities  are  consistent  with 
meeting  the  physical  and  mental  demands 
of  a significant  number  of  jobs  in  the 
national  economy,  and  the  claimant  has 
the  vocational  capabilities  (considering  age, 
education,  and  past  work  experience)  to 
make  an  adjustment  to  work  different  from 
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that  performed  in  the  past,  it  will  be 
determined  that  the  claimant  is  not 
disabled. 

B.  However,  if  an  individual’s  physical  and 
mental  capacities  in  conjunction  with  his 
vocational  capabilities  do  not  permit  the 
individual  to  adjust  to  work  different  from 
that  performed  in  the  past,  it  shall  be 
determined  that  the  individual  is  disabled. 

It  is  important  to  bear  in  mind  that  each 
application  for  disability  is  processed  as  an 
individual  case. 

The  determination  of  disability  is  a decision 
requiring  team  participation  by  an  adjudicator 
and  a medical  consultant,  each  of  whom  have 
been  trained  in  the  disability  process.  The 
Delaware  Disability  Determination  Service 
has  ten  physicians  on  its  medical  consultant 
staff.  They  provide  expertise  in  defining  the 
impairment  and  assessing  the  limitations 
imposed  by  the  impairment.  The  adjudicator 
determines  disability  based  on  the  impairment 
and  other  nonmedical  and  vocational  factors. 
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Once  the  disability  decision  has  been  made, 
the  claimant  is  notified  in  a personal  letter.  If 
the  claimant  is  denied  benefits,  he  has  60  days 
from  the  date  of  the  letter  to  file  an  appeal. 

The  appeal  process  takes  the  following  steps: 
1.  Reconsideration.  The  Disability 
Determination  Service  reviews  the 
evidence  again  and  makes  a new 
decision  (Delaware’s  current  re- 
versal rate  is  approximately  30%). 

2 Hearing  before  an  Administrative 
Law  Judge  (ALJ).  The  ALJ  reviews 
the  evidence  in  the  case  and  takes 
testimony  from  witnesses.  The  ALJ 
then  makes  a decision  which  can 
either  affirm  or  reverse  the  previous 
decisions.  It  is  interesting  to  note 
that  ALJ  decisions  are  based  on 
previous  court  rulings  and  case 
precedents  which  sometimes  differ 
from  Social  Security  regulations. 

3.  Appeals  Council.  Composed  of 
ALJs,  the  Council  reviews  the  case 
and  offers  a new  decision. 

4.  United  States  District  Court.  This 
body  reviews  evidence,  takes  testi- 
mony, and  makes  a new  decision. 

5.  United  States  Court  Appeals. 

6.  United  States  Supreme  Court 

All  disability  decisions  are  thus  based  on 
medically  determinable  impairments  (signs, 
symptoms,  and  laboratory  findings),  and  a 
physician  is  involved  in  each  decision  of 
disability. 


In  contradiction  to  Mr.  Grady’s  article,  a 
sequential  evaluation  process  is  used  as  a 
guideline  for  each  case  and  does  not  end 
with  the  meeting  or  equaling  of  the  medical 
listings.  I find  it  very  difficult  to  make  generali- 
zations on  disability  cases  since  each  case  is 
individual  and  complex. 

If  you  would  like  information  concerning 
one  of  your  patients  who  may  have  applied 
for  disability,  please  contact  me  at  571-2079 
or  write  to  Disability  Determination  Service, 
PO  Box  8862,  Wilmington,  DE  19899. 

W.  Marc  Young 
Medical  Relations  Officer 
Disability  Determination  Service 

HISTORY  OF  A HOSPITAL  MERGER 

To  the  Editor: 

I have  recently  completed  Norman  Cannon, 
M.D.’s  book.  The  History  of  a Hospital  Merger. 
It  is  my  opinion  that  the  book  starts  off 
somewhat  slowly,  with  descriptions  of  all  the 
committees  and  how  they  operated.  But  then 
come  the  rewards  to  the  persistent  reader.  Not 
only  is  the  book  historically  accurate,  but  it 
captures  and  recounts  the  spirit  of  the  merger, 
the  goals  and  ideals,  and  how  they  became  a 
reality. 

Through  the  text  of  this  book,  the  merger 
becomes  a living  thing. 

David  Platt,  M.D. 
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THE  MANAGEMENT  OF  LABOUR  by  John 
Studd,  editor.  Oxford  England,  Blackwell 

|i  Scientific  Publ.  1985,  368  pp.  Price  $46.50. 
i. 

This  book  deals  not  only  with  the  actual 
I management  of  labor,  as  the  title  implies,  but 
i also  with  pre  and  post  labor  obstetric  care. 
Chapters  are  devoted  to  labor  and  fetal 
physiology,  preterm  labor,  analgesia,  post- 
I datism,  fetal  monitoring  and  resuscitation,  as 
' well  as  various  aspects  of  normal  and  abnor- 
mal labor.  Particularly  excellent  work  is  done 
on  the  induction  of  labor  and  these  chapters 
should  be  read  by  all  physicians  undertaking 
induction  management.  Of  interest  also  are 
discussions  of  what  women  want  in  their  labor 
j and  delivery  as  well  as  alternative 
birthing  methods,  two  subjects  most  obstetric 
texts  fail  to  address.  The  chapter  on  neglected 
' labor  contains  information  whose  applica- 
bility is  decreased  in  modern  obstetrics  but  is 
still  of  value  in  lesser  developed  areas.  The 
only  area  of  weakness  is  the  failure  to  deal 
critically  with  the  management  of  patients 
with  previous  cesarean  sections. 

. Del  Med  Jrl,  May  1987— Vol.  59,  No.  5 


In  general,  this  book  is  written  for  the 
thinking  obstetrician.  That  it  is  written  by  a 
British  group  makes  it  particularly  valuable 
since  it  opens  for  thought  and  discussion  some 
different  approaches  to  induction,  cesarean 
section,  forceps  and  breech  deliveries.  Though 
outlook  and  preference  may  be  somewhat 
different — their  outcomes  are  no  less  successful. 
Most  of  the  authors  present  not  only  their 
personal  bias,  but  also  opposing  views,  and 
present  arguments  and  data  pro  and  con  for 
both,  allowing  the  reader  to  make  an  educated 
conclusion. 

Though  it  should  not  replace  the  basic 
obstetric  texts  for  students  and  interns,  I 
would  recommend  this  book  to  all  doctors 
involved  in  obstetrical  care,  especially  induc- 
tion of  labor  and  management  of  problem 
labors.  The  presentation  of  multiple  views  or 
directions  on  various  subjects  could  be  valu- 
able in  planning  individualized  patient 
management. 

Philip  A.  Shlossman,  M.D. 

Dr.  Shlossman  is  a third  year  resident  in  Obstetrics  and  Gynecology  at  The 
Medical  Center  of  Delaware. 
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HENRY’S  TOWER,  by  David  Rosen,  illus- 
trated by  Lynne  Feldman.  Pittsfield,  NY, 
Platypus  Books.  1984,  36  pp.  Price:  $4.95. 

Imagine  the  chagrin  and  concern  of  a little 
boy  whose  father  deliberately  kicks  down  his 
own  kid’s  painstakingly  built  tower  of  blocks. 
A sick  daddy,  indeed.  But  some  kids  do,  alas, 
have  sick  daddies.  This  book  was  written  for 
them,  and  while  I would  like  to  think  it  is  for  a 
very  limited  audience  I cannot,  of  course,  be 
sure.  Henry’s  daddy  got  sick  because  “his 
feelings  were  deeply  hurt  in  the  war.”  Rosen 
does  not  say  which  one;  I presume  by  the 
book’s  timing  he  means  Viet  Nam,  now  ten 
years  ago. 

The  author  is  a psychiatrist,  now  at  the 
University  of  Rochester.  Can  we  expect  a 
similar  series  of  books  for  kids  who  have  been 
mugged,  assaulted,  etc?  I am  sure  books  like 
this  one  have  valuable  therapeutic  uses,  but  it 
is  sad  to  know  there  is  a big  enough  market  to 
justify  their  publication. 
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THE  JOKES  OF  SIGMUND  FREUD,  by  Elliott 
Oring.  Philadelphia,  University  of  Penn- 
sylvania Press.  1986,  151  pp.  Price  $15.95. 

Unlike  many  of  his  contemporaries,  Sig- 
mund Freud  resisted  the  temptation  to  convert 
to  Christianity.  Such  conversion  generally 
eased  the  way  into  upper  social  circles.  For 
Freud,  this  probably  would  have  meant  swifter 
academic  and  public  recognition  of  his  theo- 
ries, and  greater  financial  rewards. 

The  reasons  for  maintenance  of  his  Jewish 
identity  are  not  clear.  He  did  not  come  from  a 
religious  family.  Nevertheless,  he  considered 
himself  very  much  a Jew.  More  than  anyone, 
he  must  have  been  aware  that  conversions  of 
convenience  change  very  little  of  consequence. 
It  comes  as  no  surprise  that  the  circumstances 
of  his  Jewish  youth  play  a heavy  role  in  his 
writings. 

He  studied  humor  itself,  and  very  often  used 
jokes  to  make  a point.  The  jokes  he  selected 
very  often  were  about  Jews:  Jews  being 
persecuted,  being  poor,  living  in  ghettos, 
having  dialogues  with  God,  and  arguing 
amongst  themselves  about  all  manner  of 
problems.  Oring’s  book  tries  to  establish  the 
relationship  between  Freud’s  jokes  and  Freud’s 
Jewishness.  He  analyzes  the  jokes  as  they 
relate  to  Freud’s  social  situation  and  to  his 
unconscious.  There  is  a small  section  of  the 


book  that  offers  a brief  analysis  of  Freud’s 
Jewish  identity  as  it  relates  to  the  development 
of  his  theories. 

Freud  helped  us  to  understand  why  the 
future  cannot  be  divorced  from  the  past.  He 
helped  to  point  out  why  a knowledge  and  an 
understanding  of  the  past  may  not  be  enough 
to  prevent  us  from  repeating  our  behavior 
patterns.  Oring  tries  to  document  how  Freud’s 
own  past  is  inseparable  from  his  life,  his 
theories,  and  his  writings.  The  book  is  insight- 
ful and  entertaining,  but  not  very  funny. 

Stephen  H.  Franklin,  M.D. 

HIGH  RISK  PREGNANCY  AND  DELIVERY, 
edited  by  Fernando  Arias.  St  Louis,  MO,  CV 
Mosby  and  Co.  1984,  394  pp.  Price  $39.95. 

Textbooks  of  obstetrics-and  particularly  of 
maternal-fetal  medicine-tend  to  emphasize 
basic  science  and  often  de-emphasize  the 
clinical  management  of  the  pregnant  patient. 
This  approach,  while  providing  a more  com- 
plete understanding  of  the  pathophysiology  of 
obstetrical  diseases,  tends  to  result  in  books 
that  are  bulky,  expensive,  and  hard  to  use  as 
clinical  references  in  labor  and  delivery. 

High  Risk  Pregnancy  and  Delivery  avoids 
this  weakness  by  concentrating  almost  exclu- 
sively on  the  clinical  assessment  and  manage- 
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ment  of  the  high  risk  pregnancy.  Enough 
basic  science  is  presented  to  make  the  clinical 
issues  understandable,  but  the  authors  take 
pains  to  present  clearly  defined,  up  to  date 
suggestions  for  handling  all  of  the  common — 
and  many  of  the  uncommon — complications 
of  pregnancy  and  of  labor.  The  nineteen  chapters 
average  twenty  pages  and  are  extensively 
referenced  to  the  contemporary  obstetric 
literature.  The  contributing  authors  include 
faculty,  fellows,  and  residents  from  the 
Washington  University  School  of  Medicine  in 
St.  Louis.  Dr.  Arias  wrote  or  collaborated  on  12 
of  the  chapters,  resulting  in  a laudable  uniform- 
ity of  style.  Topics  covered  include  congenital 
disease,  preterm  labor  and  premature  rupture 
of  the  membranes,  erythroblastosis  fetalis. 


intra-uterine  growth  retardation,, 
prolonged  pregnancy,  multiple  gestation,  third  J 
trimester  bleeding,  medical  complications  of  I 
pregnancy,  and  complications  of  labor  and- 
delivery. 

This  is  a thorough,  thoughtful,  and  very  . 
useful  book.  Taken  alone,  it  would  not  be  anj 
adequate  reference  for  the  obstetrician  or  OB  I 
resident.  However,  in  conjunction  with  a I 
comprehensive  textbook  which  covers  more 
basic  science  and  obstetric  manipulation,  this 
book  will  serve  the  obstetrician  well.  It  is  the 
perfect  companion  to  the  new  edition  of  ' 
Williams  Obstetrics.  Its  relatively  low  price 
and  light  weight  are  added  advantages. 

Robert  S.  Howe,  M.D. 
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'“HERPECIN-L  Is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . , . used  soon  enough.”  dds,  MN 

♦“HERPECIN-L®.  . . a conservative  approach 
^with  iow  risk/high  benefits.”  MD,  FL 
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prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 
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your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
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Happy  Harry’s,  RiteAid  and  Thrift  and  other  select  pharmacies.  ' 
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The  AMA 

Hospital  Medical  Staff  Section 
Ninth  Assembly 

JUNE  18-22, 1987 
PALMER  HOUSE 
CHICAGO 


Represent  your  medical  staff. 

For  Information  Contact: 

Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  645-4753 


In  Brief 


IMPAIRED  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
PHYSICIAN  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please  call 
PROGRAM  654-1001.  The  anonymity  of  the  caller  is  assured. 


COLLEAGUES  IN  Allen  C.Wooden,  M.D.  has  published  a monograph  on  “The  Development  and 
THE  NEWS  Use  of  Electricity  in  the  Treatment  of  Pain:  A Short  History.” 

Otakar  J.  Poliak,  M.D.,  formerly  of  the  Division  of  Public  Health,  has  recently 
had  several  papers  published:  “Prophylaxis  of  Alimentary  Hyperchlo- 
sterolemia,”  “Trials  of  Non-Surgical  Treatment  of  Cholelithiasis:  The  Use  of 
Sitosterol  as  a Depressant  of  Plasma  and  Biliary  Cholesterol  Levels,”  and 
“Hypertension  and  Diabetes — Minor  Risks  for  Atherogenesis,  Athero- 
sclerosis, Myocardial  Infatction.” 


PHYSICIAN 
SEMINARS  ON 
MEDICAL 
MALPRACTICE 


EASTERN 

SHORE 

MEDICAL 

SYMPOSIUM 


PATHOLOGY 
FOUNDATION 
OF  DELAWARE 

PRACTICAL 

INTERNAL 

MEDICINE: 

SELECTED 

TOPICS 


CLINICAL  MEETINGS  AND  NOTICES 

International  Conferences  of  Huntington  Station,  New  York  will,  for  the 
eighth  consecutive  year,  offer  a series  of  cruise/ conferences  on  medico-legal 
issues  for  physicians  in  1987.  The  seminars  will  be  offered  by  a prominent 
national  faculty,  and  have  been  approved  for  20-24  CME  Category  I hours. 
Cruise/conferences  have  been  scheduled  in  the  Caribbean,  Mexico,  China/ 
Orient,  Hawaii,  Alaska/Canada,  and  Scandinavia/Russia.  For  more  infor- 
mation, contact  International  Conferences,  Suite  C,  189  Lodge  Avenue, 
Huntington  Station,  NY,  11746,  or  call  800-521-0076. 

Jefferson  Medical  College,  the  University  of  Delaware,  and  the  Medical 
Society  of  Delaware  will  sponsor  the  Tenth  Annual  Eastern  Shore  Medical 
Symposium,  Sunday  through  Friday,  June  21-26,  1987,  in  Rehoboth  Beach, 
Delaware.  The  program,  designated  for  26  Category  I credit  hours,  is  designed 
to  continue  the  tradition  begun  in  1978  of  presenting  an  annual  update  of 
relevant  medical  topics  in  a relaxed,  collegial  environment.  Registration 
should  be  made  by  June  5,  1987.  For  more  information,  call  Sylvia  Brocka, 
University  of  Delaware,  Division  of  Continuing  Education,  2800  Pennsyl- 
vania Avenue,  Wilmington,  DE,  19806,  or  call  302-573-4400. 

The  Pathology  Foundation  of  Delaware  will  hold  its  Spring  Program  on  May 
12,  1987  at  the  University  and  Whist  Club  in  Wilmington.  The  program, 
starting  at  5:30  p.m.,  will  focus  on  “Premalignant  Lesions  of  the  Breast.”  For 
more  information,  please  contact  Mrs.  Lois  Treut  at  302-733-3634. 

Physicians  who  practice  internal  medicine  should  be  interested  in  the  three 
half-day  seminars  to  be  held  at  The  Cavalier  Resort,  Virginia  Beach,  VA  on 
July  17-19, 1987.  This  year’s  topics  include  liver  disease,  renal  and  electrolyte 
problems,  and  hematology/oncology.  For  more  information,  contact  Kathy 
Martin,  Office  of  Continuing/Medical  Education,  Medical  College  of  Virginia, 
Box  48,  Richmond,  VA,  23298,  or  call  804-786-0494. 
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9TH  ANNUAL 
PEDIATRIC 
PRIMARY  CARE 
CONFERENCE 


The  Cavalier  Resort  in  Virginia  Beach,  VA  will  host  Pediatrics  at  the  Beach, 
the  9th  Annual  Pediatric  Primary  Care  Conference,  on  July  31-August  2, 1987. 
Designed  for  pediatricians  and  primary  care  physicians  who  treat  children, 
the  course  is  designed  to  provide  clinical  insight  into  subspecialty  patients 
who  are  co-managed  by  the  primary  care  physician,  as  well  as  problems 
frequently  encountered  in  pediatric  practice.  For  more  information,  contact 
Kathy  Martin,  Office  of  Continuing  Medical  Education,  Medical  College  of 
Virginia,  Box  48,  Richmond,  VA,  23298,  or  call  804-786-0494. 


FAMILY  The  Department  of  Community  and  Family  Medicine  of  the  University  of 
PRACTICE  California,  San  Diego  School  of  Medicine  will  offer  its  first  annual  Family 
BOARD  REVIEW  Pi^actice  Board  Review  course  July  3-8, 1987. 29  Category  1 credit  hours  will  be 
awarded  to  participants.  For  more  information,  contact  Cynthia  Saxe,  Office 
of  Continuing  Medical  Education,  UC  San  Diego  School  of  Medicine,  M-017, 
La  Jolla,  CA,  92093,  or  call  619-534-3940. 


EMERGENCY  The  Tropicana  Hotel  and  Casino  will  be  the  scene  of  the  Fifth  Annual 
MEDICINE  Emergency  Medicine  Update  1987,  held  for  Emergency  Physicians,  Family 
UPDATE  Physicians,  and  Physician  Assistants  June  24-27,  1987.  Many  local  physi- 
cians will  be  part  of  the  faculty,  which  will  discuss  clinical  and  practical 
pathophysiology,  laboratory  testing,  and  the  latest  in  therapeutic  approach. 
The  program  is  acceptable  for  19  hours  of  Category  I CME  credit.  For  more 
information,  call  (in  Delaware):  451-2214,  or  write  to  Conferences  and  Centers, 
University  of  Delaware,  Newark,  DE,  19716. 


CHRISTIANA 

AUDIOLOGY 

ASSOCIATES  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 

DIRECTOR:  NORMAN  B.  ROBINSON,  M.D. 
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AIDS:  WHAT  ABOUT  TESTING? 


Of  all  the  problems  facing  medicine  today, 
probably  none  causes  as  much  concern,  dis- 
cussion, and  consternation  as  our  medical 
response  to  HIV  and  the  eventual  disease  of 
Acquired  Immune  Deficiency  Syndrome 
(AIDS).  Because  of  the  problem  of  exposure  to 
physicians  and  nurses  by  undiagnosed  sero- 
positive individuals  and  recent  reported  cases 
of  health  care  professionals  contracting  the 
virus,  the  Medical  Society  of  Delaware  through 
its  Board  of  Trustees  supported  the  introduc- 
tion of  a recent  bill  by  Senator  Herman  Hollo- 
way calling  for  mandatory  testing  of  hospital 
patients  and  health  care  workers.  Because  of 
the  social  aspects  of  this  medical  problem. 
Senator  Holloway  and  his  committee  decided 
to  defer  reporting  the  bill  out  of  committee 
until  the  present  administration  and  the  AIDS 
task  force  had  developed  certain  recommenda- 
tions for  addressing  this  increasingly  alarm- 
ing problem  among  the  residents  of  Delaware. 
A House  bill  calling  for  pre-marital  testing 
was  tabled.  The  current  administration  and 
the  Division  of  Public  Health  are  opposed  to 
mandatory  testing.  The  following  article,  by 
columnist  Mike  Royko  and  reprinted  by  per- 
mission of  the  Tribune  Media  Services,  gives 
another  viewpoint  on  the  matter.  During  the 


following  months,  we  will  have  occasion  to 
present  other  pro  and  con  views. 


Booing  politicians  is  part  of  our  tradition 
of  free  expression.  But  it  seems  to  me  that  if 
people  must  boo,  they  ought  to  explain  at 
some  point  what  they’re  angry  about. 

For  example,  President  Reagan  made  a 
speech  the  other  day  to  a large  group  that  was 
raising  money  for  AIDS  research. 

The  speech  was  about  what  a terrible 
menace  AIDS  is  and  how  important  it  is  to 
educate  people  on  it,  but  that  ultimately  it  is 
up  to  science  to  find  a solution. 

Then  Reagan  recited  a few  immediate 
steps  the  federal  government  is  going  to 
take. 

He  said  he  would  ask  that  immigrants  and 
aliens  seeking  permanent  residence  in  this 
country  be  tested  for  AIDS.  If  they  have  it, 
they  will  be  denied  entry. 

This  drew  a chorus  of  boos. 

He  also  said  he  would  ask  the  federal 
prison  authorities  to  test  federal  inmates. 

This  drew  more  boos. 

I happened  to  hear  this  booing  segment 
on  my  car  radio,  and  the  first  thought  that 
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crossed  my  mind  was:  “Ah,  there  must  be  a 
new  special  interest  group  in  America  -- 
Friends  of  Aliens,  Immigrants  and  Federal 
Convicts  Who  Have  AIDS.” 

But  I haven’t  been  able  to  find  any  record 
of  it,  so  I’ve  asked  some  leaders  and  spokes- 
men for  what  is  known  as  the  gay  commun- 
ity if  they  knew  why  Reagan  was  booed. 

They  gave  me  several  reasons,  none  of 
which  make  a great  deal  of  sense. 

One  said  that  it’s  unfair  to  the  aliens.  Why 
is  it  unfair?  Because  if  they  are  found  to 
have  AIDS,  that  they  will  not  be  able  to 
enter  this  country. 

When  I pointed  out  that  we  already  test 
aliens  for  all  kinds  of  diseases  - from  tuber- 
culosis to  lymphogranuloma  venereum  to 
dope  addiction  and  a booze  habit  - I was 
told  that  this  isn’t  the  same  thing,  since  they 
can  be  cured.  Then  when  they  are  cured, 
they  can  get  in  this  country. 

But  since  AIDS  is  currently  incurable,  the 
alien  would  forever  be  denied  entry.  That, 
they  said,  was  unfair. 

Well,  I’m  all  for  fairness.  But  I don’t  think  it 
is  unreasonable  to  say  to  someone:  “I’m 
sorry,  but  you  have  this  incurable  disease, 
and  if  we  let  you  in  this  country  and  you 
have  sex  with  someone,  it  is  quite  possible 
that  they  will  get  this  disease.  And  if  they 
have  sex  with  someone,  it  is  possible  that 
still  another  person  will  get  the  disease.  And 
if  that  person,  etc.,  etc.” 

I’m  sure  that  if  the  Statue  of  Liberty  could 
talk,  she’d  say:  “There  are  some  limits  to  my 
hospitality.” 

And  why  not  testing  for  federal  prison 
inmates?  The  only  objection  that  they  could 
provide  was  that  if  tests  show  that  a prisoner 
doesn’t  have  AIDS,  he’ll  be  a more  likely 
candidate  for  rape. 

Of  course,  for  that  to  happen,  I would 
assume  that  the  test  results  would  have  to 
be  posted  on  the  prison  bulletin  board,  which 
seems  unlikely. 

Beyond  these  specific  objections,  though, 
it  all  boiled  down  to  a hostility  toward  any 
mandatory  testing  of  any  kind. 

Everyone  I talked  to  said  the  same  thing: 
Testing  can  be  inconclusive,  it  is  a waste  of 
time,  a waste  of  money  and  an  intrusion  on 
an  individual’s  privacy. 


The  money  could  be  more  wisely  and 
productively  spent  on  research  and  “educa- 
tion.” 

I’m  all  for  research,  but  I don’t  see  how 
there  can  be  comprehensive  research  if 
there  isn’t  some  kind  of  testing.  At  least 
that’s  what  some  reputable  scientists  say. 

As  for  “education,”  one  of  the  things  it 
means  is  how  homosexuals  can  have  “safe 
sex.”  But  at  this  point,  if  there  are  any 
practicing  gays  who  are  so  dumb  they  still 
don’t  know  about  AIDS  and  how  to  avoid  it, 
then  maybe  what  they  need  is  brain  surgery 
or  the  removal  of  the  necessary  appendage. 

Also,  how  does  one  go  about  “educating” 
a drug  addict  who  is  so  mentally  addled  that 
he’ll  shove  a needle  in  his  arm  that’s  been 
used  by  someone  else?  That’s  the  second 
most  common  way  AIDS  is  transmitted. 

Do  we  put  catchy  public  service  messages 
on  TV  telling  heroin  users:  “Hey,  drug  user, 
wise  up.  Don’t  you  know  it  isn’t  smart  to 
poke  yourself  in  a vein  with  a used  needle?” 

The  fact  is,  some  people  aren’t  very  educ- 
able  “ especially  those  with  glassy  eyes  and 
needle  tracks  on  their  arms  and  legs. 

So  I’m  not  convinced  that  “education,”  a 
word  that  is  tossed  around  by  most  of  the 
anti-testing  spokesmen,  is  going  to  do  much 
besides  generate  advertising  and  public 
relations  budgets. 

Until  research  does  something  about 
AIDS,  I don’t  think  testing  - with  the  results 
kept  private  - is  such  a terrible  thing. 

Apparently,  a lot  of  gays  don’t  think  so  either. 
If  you  look  in  gay  publications,  you’ll  see  ads 
from  people  seeking  sex  partners.  Many  of 
the  ads  include  the  claim  that  they  have 
been  tested  and  have  been  medically  certi- 
fied as  safe  to  frolic.  Some  world  we  live  in. 

So  if  testing  is  OK  under  those  circum- 
stances, what’s  so  intrusive  about  tests  for 
couples  getting  married?  Is  a stranger  re- 
sponding to  a post  office  box  number 
worthy  of  more  consideration  than  a bride? 
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This  has  been  taken  from  the  Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  of  the  American  Medical  Association,  and  is  provided 
as  a service  by  the  Ethics  Committee  of  the  Medical  Society  of  Delaware, 
Robert  W.  Frelick,  M.D.,  Chairman. 


4.00  OPINIONS  ON  HOSPITAL  RELATIONS 


4.01  ADMISSION  FEE.  Charging  a separ- 
ate and  distinct  fee  for  the  incidental, 
administrative,  non-medical  service 
the  physician  performs  in  securing 
the  admission  of  a patient  to  a hospi- 
tal is  not  in  keeping  with  the  tradi- 
tions of  the  American  Medical  Asso- 
ciation and  is  unethical.  (IV)* 

4.02  ASSESSMENTS,  COMPULSORY.  It  is 

improper  to  condition  medical  staff 
memberships  or  privileges  on  compul- 
sory assessments  for  any  purpose.  (VI) 

4.03  BILLING  FOR  HOUSE  STAFF 
SERVICES.  When  a physician  assumes 
responsibility  for  the  services 
rendered  to  a patient  by  a resident,  the 
physician  may  ethically  bill  the 
patient  for  services  which  were  per- 
formed under  the  physician’s 
personal  observation,  direction  and 
supervision.  (II) 

*1  hesn  citations  refer  t«i  the  Princif)lrs  ni  Mvdiail  Ethics  which  ma>  he 

found  in  the  rear  of  the  /.‘l<s7-/.9,s.s  Eicu>ri;il  f<t>stvr 
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4.04  ECONOMIC  INCENTIVES  AND 
LEVELS  OF  CARE.  The  primary  obli- 
gation of  the  hospital  medical  staff  is 
to  safeguard  the  quality  of  care  pro- 
vided within  the  institution.  The  medi- 
cal staff  has  the  responsibility  to  per- 
form essential  functions  on  behalf  of 
the  hospital  in  accordance  with  licens- 
ing laws  and  accreditation  require- 
ments. Treatment  or  hospitalization 
that  is  willfully  excessive  or  inade- 
quate constitutes  unethical  practice. 
The  organized  medical  staff  has  an 
obligation  to  avoid  wasteful  practices 
and  unnecessary  treatment  that  may 
cause  the  hospital  needless  expense.  In 
a situation  where  the  economic  in- 
terests of  the  hospital  are  in  conflict 
with  patient  welfare,  patient  welfare 
takes  priority. (I,  II,  IV,  V,  VI) 

4.05  HEALTH  FACILITY  OWNERSHIP  BY 
PHYSICIAN.  A physician  may  own  or 
have  a financial  interest  in  a for-profit 
hospital,  nursing  home  or  other  facil- 
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ity,  such  as  a free-standing  surgical 
center  or  emergency  clinic.  However, 
the  physician  has  an  affirmative  ethi- 
cal obligation  to  disclose  his  owner- 
ship of  a health  facility  to  his  patient, 
prior  to  admission  or  utilization. 

Under  no  circumstances  may  the 
physician  place  his  own  financial 
interest  above  the  welfare  of  his 
patients.  The  prime  objective  of  the 
medical  profession  is  to  render  service 
to  humanity;  reward  or  financial  gain 
is  a subordinate  consideration.  For  a 
physician  to  unnecessarily  hospitalize 
a patient  or  prolong  a patient’s  stay  in 
the  health  facility  for  the  physician’s 
financial  benefit  would  be  unethical. 

If  a conflict  develops  between  the 
physician’s  financial  interest  and  the 
physician’s  responsibilities  to  the 
patient,  the  conflict  must  be  resolved  to 
the  patient’s  benefit.(II) 

4.06  ORGANIZED  MEDICAL  STAFF.  The 

organized  medical  staff  is  an  integral 
part  of  the  hospital  structure.  Under 
the  authority  delegated  by  the  govern- 
ing board,  it  performs  essential  hospi- 
tal functions.  The  organized  medical 
staff  conducts  professional  activities 
that  are  designed  to  improve  profes- 
sional skills  and  to  enhance  the  quality 
of  patient  care  in  the  hospital. 

The  organized  medical  staff  per- 
forms essential  hospital  functions  even 
though  it  may  often  consist  primarily 
of  independent  practicing  physicians 
who  are  not  hospital  employees.  As  a 
practical  matter,  however,  the  or- 
ganized medical  staff  may  enjoy  a dual 
status.  In  addition  to  functioning  as  a 
division  of  the  hospital,  members  of 
the  organized  medical  staff  may  choose 
to  act  as  a group  for  the  purpose  of 
communicating  and  dealing  with  the 
governing  board  and  others  with  re- 
spect to  matters  that  concern  the 
interest  of  the  organized  medical  staff 
and  its  members.  This  is  ethical  so 
long  as  there  is  no  adverse  interference 
with  patient  care  or  violation  of  appli- 
cable laws.  (IV,  VI) 


YOU  NAME  IT  ^ 
WE  LEASE  IT. 

At  Delaware  Auto  Leasing  we  provide: 

□ No  down  payment.  □ 12  to  60-month  lease  plans. 

□ No  e.xtra  charge  for  purchase  option.  □ Extended 
service  contracts.  □ Gash  or  trade  for  your  present 
car  or  truck.  □ Executive  leasing  plans  available  with 
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NEW  ASPECTS  OF  TREATMENT 


Alex  M.  Raney,  M.D. 


INTRODUCTION 

The  purpose  of  this  communication  is  to 
provide  a state-of-the-art  description  of  the 
nonin vasive  approach  to  the  management  of 
urinary  tract  calculi,  by  innovative  tech- 
niques such  as  endourology  and  extra- 
corporeal lithotripsy. 

In  1952,  in  a major  systematic  attempt  to 
define  the  extent  of  urinary  tract  calculi  in  the 
United  States,  Boyce,  et  al,  concluded  from 
hospital  discharge  data  that  the  incidence  of 
urinary  stone  disease  was  7-9/10,000  popula- 
tion.' More  recently,  Riehle  reported  that  kid- 
ney stone  disease  affects  2-3%  of  the  adult 
population  in  the  United  States,  an  incidence 
comparable  to  that  of  diabetes.'^  In  1983,  the 
average  annual  incidence  of  patients  hospital- 
ized for  urolithiasis  was  1.42/1,000.  Highest 
rates  were  reported  in  the  South  (1.84/1,000); 
they  were  slightly  lower  in  the  Midwest  (1.39/ 
1,000),  East  (1.16/1,000),  and  West  (1/1,000). 
Each  year,  120,000  procedures  for  stone  re- 
moval are  performed  in  the  United  States,  at 
an  estimated  total  annual  cost  of  more  than 
$1.4  billion. 

Dr.  Raney  is  chief  of  the  Urology  Section  at  the  Veterans  Administration 
Hospital  in  Wilmington,  a senior  member  of  the  department  of  Urology  at 
The  Medical  Center  of  Delaware,  and  professor  of  Urology  at  Thomas 
Jefferson  University. 
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A report  issued  by  the  National  Institutes 
of  Health  states,  “urinary  stone  disease  is  a 
national  health  problem  in  the  United 
States,”^  '*  and  the  recent  epidemiological  data 
suggests  that  there  is  an  increase  in  the 
incidence  of  kidney  stone  disease  requiring 
hospitalization,  particularly  in  the  stone  belt 
of  the  Southeast. 

Technological  advances  in  urology  have 
resulted  in  the  development  of  noninvasive 
procedures.  Endourology  and  extracorporeal 
lithotripsy  are  such  new  urological  innova- 
tions that  they  deserve  discussion. 
BACKGROUND 

The  term  endourology  refers  to  any  endo- 
scopic procedure  or  examination  which  is 
performed  within  the  urinary  tract  from  the 
urethra  to  the  kidney.  In  the  last  few  years, 
the  term  has  been  broadened  to  include  pro- 
cedures done  through  a percutaneous 
approach  to  the  kidney  and  ureter. 

During  the  1970s,  we  reported  on  electro- 
hydraulic  lithotripsy  for  the  crushing  of 
bladder  stones  without  open  surgery.^"  In 
1975,  percutaneous  endourological  crushing 
of  renal  calculi  was  successfully  performed 
for  the  first  time.”  In  1978,  we  reported  on 
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endoscopically  crushing  ureteral  calculi.  The 
management  of  bladder  and  ureteral  calculi 
are  crushed  through  a cystoscope,  by  contact- 
ing the  probe  to  the  stone  under  direct  vision. 
Electrical  discharges  across  the  end  of  the 
probe  are  controlled  by  a generator,  which 
alters  by  elecfrohydraulic  or  ultrasonic  units. 

The  endourological  management  of  kidney 
stones  is  somewhat  more  invasive.  The 
following  stages  are  usually  required: 

Stage  1:  Insertion  of  the  Guide  Wire. 

The  guide  wire  is  introduced  percutaneously 
into  the  kidney  under  fluoroscopic  or  ultra- 
sonic guidance.  This  procedure  creates  a 
tract  that  is  progressively  dilated  and  then 
converted  to  a nephrostomy  tube  (size  16F  to 
18F)  to  allow  access  for  the  manipulation  of 
the  subsequent  endourological  procedure. 
This  stage  requires  radiological  supervision, 
and  usually  is  performed  in  the  radiology 
department. 

Stage  2:  Dilation  of  the  Tract. 

Originally,  per(  utaneous  tracts  were  dilated 
slowly,  over  a period  of  days  or  weeks. 
However,  it  became  apparent  that  the  tract 
could  safely  be  dilated  immediately  and  that 
it  was  possible  to  work  through  an  acutely 
dilated  tract.  Once  the  tract  is  dilated,  access 
can  be  maintained  by  percutaneous  insertion 
of  a nephroscdpe  sheath.  This  process  can 
save  many  hospital  days. 

Stage  3:  Removal  of  the  Stone. 

Mechanical  methods  of  stone  removal  include 
removal  by  baskets,  grasping  forceps,  tri- 
radial  graspers,  etc.  Stones  that  can  be 
removed  easily  through  a 22-24F  sheath  usually 
are  not  larger  than  6-8  mm.  We  often  combine 
the  three  stages  during  one  sitting. 

Stones  may  also  be  fragmented  by  elec- 
tronic devices  introduced  through  the  per- 
cutaneous tract.  A rigid  nephroscope  is  first 
introduced  into  the  kidney.  The  probe  is  put 
in  contact  with  the  stone  under  direct  vision, 
and  then  electrohydraulic  energy,  ultra- 
sonic energy,  or  both,  are  used  for  the  disin- 
tegration of  larger  calculi. 

The  electrohydraulic  unit  (SD  1)  generates 
electrical  discharges  across  the  end  of  the 
probe  which  are  controlled  by  the  generator. 
The  voltage  as  well  as  the  number  of  dis- 
charges per  second  is  adjustable.  When 
sparks  generate  in  a liquid  medium,  they 
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create  powerful  hydraulic  shock  waves  which 
tend  to  break  up  the  stone. 

The  electrohydraulic  unit  may  break  up  the 
stone  within  a few  minutes.  But  the  pieces 
may  require  removal  by  irrigation  or  by 
forceps.  For  larger  renal  calculi,  the  electro- 
hydraulic units  are  usually  used.  If  the  small 
pieces  are  troublesome,  ultrasound  suction 
may  be  used  to  aspirate  them. 

In  the  ultrasound  device,  a piezo-ceramic 
crystal  vibrates  at  the  specific  frequency 
(23,000  to  27,000  hertz).  The  vibration  is 
transmitted  with  the  aid  of  an  acoustical 
horn  down  a rigid,  hollow  probe.  The  stone  is 
broken  up  as  the  end  of  the  probe  strikes  the 
calculus  thousands  of  times  per  second, 
essentially  hammering  it  until  the  stone 
breaks  into  pieces  small  enough  to  be  aspi- 
rated by  suction  through  the  hollow  probe. 
The  advantage  of  ultrasound  over  the  electro- 
hydraulic unit  is  that  the  pieces  may  be 
aspirated  by  suction,  which  can  take  about 
two  hours.  The  overall  procedure  may  take 
several  hours. 

EXTRACORPOREAL  LITHOTRIPSY 

During  our  extensive  experience  with  electro- 
hydraulic lithotripsy  in  the  ‘70s,  we  dis- 
covered that  fragmentation  of  calculi  can 
occur  even  though  the  electrode  is  not  in 
direct  contact  with  it,  providing  that  high 
energy  with  low  frequency  shock  waves  is 
being  discharged  in  a liquid  medium.®  This 
phenomenon  was  not  surprising  since  shock 
waves  of  an  acoustic  nature  such  as  thunder, 
aircraft  sonic  booms,  and  explosions  have  a 
destructive  effect  at  distances.  All  of  these 
are  mechanical  waves  that  travel  through  an 
elastic  medium. 

The  electrohydraulic  energy  discharge  in 
water  is,  in  fact,  a compressed  shock  pulse 
which  travels  through  the  water  until  it 
dissipates  or  is  impeded.  This  technique 
takes  advantage  of  the  fact  that  when  the 
shock  waves  are  generated,  the  reflection  of 
their  pulse  is  easily  accomplished  by  a fixed 
rigid  ellipsoid  barrier.  This  point  is  simply 
defined  as  a primary  focal  point.  It  is  possible 
to  focus  or  direct  the  energy  toward  a distant 
point,  a so-called  secondary  focal  point,  such 
as  the  kidney.  At  this  time,  the  Dornier 
lithotriptor  is  the  only  FDA-approved  unit  in 
use  in  the  United  States. 
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Extracorporeal  lithotripsy  is  a totally  non- 
invasive  procedure.  The  shock  wave  is  gener- 
ated in  a bath  of  water  by  electrical  discharge 
across  a spark  gap  in  an  ellipsoid  dish  located 
at  the  primary  focal  point.  The  disintegrative 
effect  of  the  shock  waves  occurs  when  they 
are  focused  by  the  reflector  into  the  secondary 
focal  point,  the  kidney  stone  (Fig.  1). 

The  new  generation  of  extracorporeal  litho- 
tripsy with  which  we  are  currently  experi- 
menting is  a bathless,  portable  unit  based  on 
a new  aiming  technique  (Fig.  2).  The  aiming 
system  is  accomplished  by  a unique,  inte- 
grated digital  image  enhancement.  Ultra- 
sound is  utilized  to  localize  the  calculus  in 
order  to  decrease  x-ray  exposure.  The  genera- 
tor focuses  the  energy  from  the  primary  focal 
point  to  the  secondary  focal  point,  the  kidney 
stone.  A computer  coordinates  the  overall 
functioning  of  the  apparatus  to  assist  the 
urologist.  Since  the  second  generation  of 
extracorporeal  lithotripsy  is  waterless  and 
portable,  in  the  future  it  may  be  used  in  the 
doctor’s  office. 

The  patient  who  is  suitable  for  extra- 
corporeal lithotripsy  treatment  is  required  to 
be  immobilized  by  administration  of  general. 


FIGURE  1 

The  shock  waves  of  the  lithotriptor  are 
focused  by  the  reflector  into  the  secondary 
focal  point. 
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FIGURE  2 

The  new  generation  lithotriptor  uses  a new 
aiming  technique,  and  relies  on  ultrasound 
for  guidance. 

spinal,  or  epidural  anesthesia.  Shock  waves 
are  generated  in  trains  of  100  individual 
pulses.  Each  pulse  is  EKG  triggered  to  avoid 
generation  of  arrhythmias.  An  average  of 
300  to  1,500  individual  shock  waves  are  re- 
quired, depending  on  the  size  of  the  stone. 
The  procedure  itself  takes  about  30  to  60 
minutes.  The  patient  is  usually  discharged 
from  the  hospital  within  two  days,  and  may 
pass  residual  small  fragments  of  calculi  for  a 
few  days.  In  a few  clinics,  this  procedure  is 
performed  on  an  outpatient  basis. 

As  a general  rule,  stones  smaller  than  0.5 
mm  will  pass  spontaneously  and  usually 
require  no  urological  intervention.  Larger 
calculi  in  the  upper  ureter  may  be  pushed  into 
the  renal  pelvis  through  a ureteroscope,  and 
then  treated  similarly  to  renal  calculi.  Stones 
in  the  mid  or  lower  ureter  require  endouro- 
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logical  procedures.  These  are  usually  done  by 
dilating  the  ureter  below  the  stone  and  then 
removing  it  by  a basket,  or  disintegrating  it 
with  ultrasound  or  electrohydraulic  shock 
waves  under  direct  vision. 

The  complications  of  endourology  are 
usually  not  serious,  but  can  occasionally  be 
troublesome.  The  most  common  problems 
are  bleeding,  perforation  of  the  ureter  or  renal 
collecting  system,  fistulization  between  the 
GI  and  GU  tract,  sepsis,  and  so  forth.  The 
urologist’s  skill  plays  a large  role  in  the 
optimal  outcome  of  the  procedure. 

The  complications  of  extracorporeal  litho- 
tripsy are  also  numerous,  the  most  common 
being  the  obstruction  of  the  ureter  by  stone 
fragments,  the  so-called  Steinstrasse.  This 
can  be  treated  by  endourological  procedures. 

CURRENT  ALTERNATIVES  IN  KIDNEY 
STONE  MANAGEMENT 

A number  of  alternatives  to  endourological 
procedures  are  now  available  for  the  treat- 
ment of  kidney  stones.  The  choice  of  treat- 
ment depends  upon  the  experience  of  the 
urologist,  geographic  location,  availability  of 
new  techniques,  and  the  patient’s  medical 
condition. 

Open  surgery  has  been  used  for  a century 
for  the  management  of  urinary  calculi.  As 
urologists  familiarize  themselves  with  new 
techniques,  surgery  is  performed  less  often. 
The  urgency  of  open  surgery  depends  upon 
numerous  factors,  such  as  lack  of  availability 
of  endourological  units,  etc. 

The  most  common  preventive  medical 
management  for  renal  calculi  has  been  high 
fluid  intake  and  dietary  restriction.  Systemic 
treatment  drug  therapy,  such  as  thiazide 
diuretics,  serves  to  lower  the  concentration  of 
crystal  forming  elements  such  as  calcium 
and  oxalate,  and  to  prevent  the  concentra- 
tion and  forming  of  subsequent  stones. 
Alkalinization  of  urine  by  bicarbonate  or  by 
the  use  of  allopurinol  serves  to  dissolve  uric 
acid  stones.  Penicillamine  may  be  effective 
in  the  management  of  cysteine  stones. 

Some  drugs,  such  as  cellulose  sodium 
phosphate  (Calcibind,  Mission),  prevent  ab- 
sorption of  calcium  from  the  GI  tract. 
Acetohydroxamic  acid  (Lithostat,  Mission) 
may  be  helpful  in  preventing  struvite  or 
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magnesium  ammonium  phosphate  stones. 
Potassium  citrate  inhibits  stone  formation 
associated  with  low  levels  of  urinary  citrate. 

A recent  report  by  Dretler,  et  al, 
“Chemolysis,”  revealed  that  renal  calculi 
such  as  cysteine,  struvite,  or  magnesium 
phosphate  can  be  dissolved  through  percuta- 
neous nephrostomy,  or  less  invasively  by 
the  cystoscopic  insertion  of  a double  ureteral 
catheter. Acetylcystine-bicarbonate  or 
sodium  bicarbonate,  particularly  hemicidrin 
(Renacidin,  Guardian)  and  Suby’s  solution  ' 
G,  has  been  used  to  dissolve  renal  and  bladder  ' 
calculi.  Renacidin  is  a multi-electrolyte 
solution  that  provides  hydrogen  ions  and 
citrates  to  form  soluble  complexes  with  the  ' 
phosphate  and  calcium  components  of  the 
calculus. 

CONCLUSION  ! 

These  new  urological  techniques,  includ- 
ing endourological  procedures  and  extra- 
corporeal lithotripsy,  have  clear  advantages 
over  the  surgical  treatment  of  urology  con-  \ 
ditions  by  minimizing  the  invasive  nature  of 
the  treatment.  Hospitalization  has  been  - 
reduced  in  most  patients.  The  capabilities  of  f 
physicians  in  institutions  in  a given  com- 
munity of  rendering  specific  services  and 
the  patient’s  overall  medical  condition  play  a ■ 
major  role  in  the  choice  and  outcome  of  I 
treatment. 
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( BICLONAL  GAMMOPATHY  IN  A 
t PATIENT  WITH  LYMPHOPROLIFERATIVE 
DISEASE  AND  LUNG  CANCER 


Mir  M.  Mousavi,  M.D. 


INTRODUCTION 

Patients  with  plasma  cell  dyscrasia  have 
been  reported  to  develop  additional  solid 

Itumors^’2  These  tumors  include  lymphoid  as 
well  as  non-lymphoid  malignancies.^  Lung 
N cancer  is  one  of  these  tumors. 

I CASE  REPORT 

A 57-year-old  black  woman  presented  to  the 
hospital  in  February,  1985,  complaining  of 

(left-sided  chest  pain,  shortness  of  breath,  and 
productive  cough  with  no  hemoptysis.  She 
had  diffuse  aches  and  pains,  but  no  history  of 
headaches  or  visual  disturbances.  Her  past 
history  was  remarkable  for  rectal  fistu- 
lectomy and  aspiration  pneumonia  four  years 
previously. 

j The  woman  looked  older  than  her  stated 
age.  Physical  examination  revealed  mod- 
erate alopecia  of  the  eyebrows,  and  sausag- 
ing  of  the  retinal  veins.  There  were  no 
enlarged  lymph  nodes.  She  had  occasional 
rhonchi  bilaterally,  and  a grade  II  systolic 

I murmur.  Her  breasts  were  normal.  Her 
abdomen  was  soft  and  non-tender  with  no 
masses.  Her  liver  was  enlarged,  the  skin 
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unremarkable.  No  neurologic  deficiencies 
were  observed. 

A CBC  done  upon  admission  revealed  WBC 
of  9.5,  hematocrit  of  33.5  indices  normal. 
Platelet  count  was  242,000.  Peripheral  smear 
revealed  rouleau  formation.  The  blood  chem- 
istries were  remarkable  for  uric  acid  of  9.1 
mg/dl,  and  a slight  elevation  of  LDH  to  274. 
Total  protein  was  9.3  gm/dl;  albumin  was  3.3 
gm/dl.  Immunolectrophoresis  showed 
biclonal  gammopathy  of  IgG  and  IgM,  and 
no  light  chains.  The  values  were  IgA,  563 
mg/ dl;  IgG,  4.1  gm/dl;  IgM  261,  mg/dl.  Urine 
exam  did  not  disclose  any  abnormal  protein. 

The  chest  x-ray  showed  a mass  lesion  in  the 
right  upper  lobe  of  the  lung;  compared  to  a 
previous  film  from  April,  1983,  there  was  a 
slight  increase  in  the  size  of  the  lesion  (Fig.  1). 
Liver  scan  revealed  multiple  space-occupying 
lesions  involving  both  lobes  of  the  liver  (Fig. 
2). 

Bone  marrow  aspiration  showed  cellular 
marrow  with  a slight  increase  in  plasma  cells 
and  sheets  of  plasmacytoid  lymphocytes  (Fig. 
3).  Bone  marrow  biopsy  demonstrated  diffuse 
infiltration  with  sheets  of  plasmacytoid 
lymphocytes  (Fig.  4).  A biopsy  of  med- 
iastinal nodes  showed  a mixture  of  poorly 
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FIGURE  1 

Mass  lesion  in  the  right  upper  lobe  of  the 
lung. 


FIGURE  2 

Space-occupying  lesions  involve  both  lobes 
of  the  liver,  as  seen  in  this  scan. 


FIGURES 

Bone  marrow  aspiration  showing  cellular 
marrow  with  a slight  increase  in  plasma 
cells  and  sheets  of  plasmacytoid  lympho- 
cytes. 


FIGURE  4 

Bone  marrow  biopsy  showing  diffuse  infil- 
tration with  sheets  of  plasmacytoid  lympho- 
cytes. 
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FIGURES 

Biopsy  of  mediastinal  nodes  shows  a mixture 
of  poorly  differentiated  small  cell  carcinoma 
and  squamous  cell  carcinoma. 

differentiated  small  cell  carcinoma  and 
squamous  cell  carcinoma  (Fig.  5).  The 
patient  died  before  treatment  could  be 
started. 

DISCUSSION 

It  is  a known  fact  that  patients  with  cancer 
are  at  a higher  risk  of  developing  a second 
cancer.®  This  patient  had  two  primary  malig- 
nancies: the  lung  carcinoma,  and  the  plasma 
cell  dyscrasia.  It  is  not  clear  which  occurred 
first.  Probably  the  lung  cancer  was  first  as 
the  woman’s  total  protein  was  normal  two 
years  previously  when  the  lung  lesion  was 
first  noted.  Of  interest  is  her  relatively  long 
survival,  which  was  more  than  two  years, 
even  though  she  had  poorly  differentiated 
lung  carcinoma.  Among  reported  cases  of 
gammopathy,  the  incidence  of  biclonal  forms 
has  varied  from  0.14%'^  to  5.4%.®  Most  series 
are  around  1%.®  The  most  common  combina- 
tion of  biclonal  patterns  is  IgG  and  IgA  (33%), 
followed  by  IgG  and  IgM  (24%),  IgG  and  IgG 
(17%),  IgM  and  IgA  (8.5%),  and  IgM  (8%).^° 


What  makes  this  patient  more  interesting 
is  her  bone  marrow  infiltration  by  plasma- 
cytoid  lymphocytes.  Initially,  we  suspected 
Waldenstrom  macroglobulinemia  until  the 
results  of  immunolectrophoresis  became  avail- 
able, showing  IgA,  IgG  elevation,  and  normal 
IgM  levels,  characteristic  of  biclonal  gammo- 
pathy. 

Although  the  clinical  patterns  of  biclonal 
gammopathies  are  more  often  those  of  macro- 
globulinemia or  lymphoma  than  of  myeloma, 
they  can  be  variable  and  therefore  con- 
fusing.® An  interesting  finding  in  this  partic- 
ular patient  is  the  presence  of  two  immuno- 
globulins which  to  my  knowledge  have  not 
been  previously  reported  in  the  literature. 
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Medical  Classics 

THE  MOVEMENTS  OF  THE  STOMACH  STUDIED 
i BY  MEANS  OF  THE  ROENTGEN  RAYS 

I 

John  S.  Wills,  M.D. 


“Since  the  stomach  gives  no  obvious  ex- 
ternal sign  of  its  workings,  investigators  of 
gastric  movements  have  hitherto  been  obliged 
to  confine  their  studies  to  pathological  sub- 
} jects  or  to  animals  subjected  to  serious  opera- 
j tive  interference.  Observations  made  under 
these  necessarily  abnormal  conditions  have 
yielded  a literature  which  is  full  of  conflict- 
ing statements  and  uncertain  results.  The 
i only  sure  conclusion  to  be  drawn  from  this 
material  is  that  when  the  stomach  receives 
food,  obscure  peristaltic  contractions  are  set 
I going,  which  in  some  way  churn  the  food  to  a 

f liquid  chyme  and  force  it  into  the  intestines. 

I How  imperfectly  this  describes  the  real 
I workings  of  the  stomach  will  appear  from  the 
following  account  of  the  actions  of  the  organ 
studied  by  a new  method.  The  mixing  of  a 
small  quantity  of  subnitrate  of  bismuth  with 
the  food  allows  not  only  the  contractions  of 
the  gastric  wall,  but  also  the  movements  of 
the  gastric  contents  to  be  seen  with  the 
roentgen  rays  in  the  uninjured  animal  during 
normal  digestion.  An  unsuspected  nicety  of 
mechanical  action  and  a surprising  sensi- 
tiveness to  nervous  conditions  have  thereby 
been  disclosed. 

! “Early  in  the  research  a marked  unlikeness 

I 

^ Dr.  Wills  is  an  attending  physician  in  the'  Department  of  Radiology, 
J The  Medical  Center  of  Delaware. 
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was  noticed  in  the  action  of  the  stomachs  of 
male  and  female  cats.  The  peristalsis  seen 
with  only  a few  exceptions  in  female  cats 
failed  to  appear  in  most  of  the  males,  al- 
though both  had  received  exactly  the  same 
treatment.  Along  with  this  difference  was  a 
very  striking  difference  in  behaviour  when 
bound  to  the  holder;  the  females  would  lie 
quiet,  mewing  occasionally,  but  purring  as 
soon  as  they  were  gently  stroked.  The  males, 
on  the  contrary  would  fly  into  a violent  rage, 
struggle  to  be  loose  from  their  fastenings, 
bite  at  everything  near  their  heads,  cry  loudly, 
and  resist  all  attempts  to  quiet  them.  On 
account  of  this  difference  only  female  cats 
were  used  for  some  time;  and  the  significance 
at  first  attributed  to  the  action  of  the  males, 
was  almost  forgotten  when  the  following 
incident  recalled  it,  and  suggested  that  the 
excitement  caused  the  suspension  of  the 
stomach  movements.  On  October  23,  1897,  a 
male  cat  was  fed  at  12:00  but  was  not  placed 
on  the  holder  till  ninety  minutes  later.  The 
waves  were  passing  at  the  rate  of  six  a 
minute.  The  cat  fell  into  a rage  and  the  waves 
suddenly  stopped. 

“A  few  days  later  an  observation  on  a 
female  with  kittens  explained  the  absence  of 
gastric  movements  in  the  males.  While  the 
peristaltic  undulations  were  coursing  regu- 
larly over  the  cat’s  stomach,  she  suddenly 
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changed  from  her  peaceful  sleepiness,  began 
to  breathe  quickly  and  struggled  to  get  loose. 
As  soon  as  the  change  took  place,  the  move- 
ments in  the  stomach  entirely  disappeared; 
the  pyloric  portion  relaxed  and  presented  a 
smooth  rounded  outline.  I continued  observ- 
ing, and  stroked  the  cat  reassuringly.  In  a 
moment  she  became  quiet  and  began  to  purr. 
As  soon  as  this  happened  the  movements 
commenced  again  in  the  stomach;  first  a few 
constrictions  were  visible  near  the  end  of  the 
antrum,  then  a few  near  the  sharp  bend  in  the 
lesser  curvature,  and  finally  the  waves  were 
running  normally  from  their  habitual  start- 
ing place. 

“No  amount  of  kneading  or  compression  of 
the  abdomen  with  the  fingers,  short  of 
making  the  cat  angry,  would  cause  the  waves 
to  stop;  so  that  the  cat’s  movements,  in 
themselves  were  not  the  source  of  the  inhibi- 
tion. And  since  expressions  of  strong  feeling 
on  the  part  of  the  animal  always  accomp- 
anied cessation  of  the  constriction-waves,  the 
inhibition  was  probably  due  to  nervous 
influence.  It  has  long  been  common  knowl- 
edge that  violent  emotions  interfere  with  the 
digestive  process,  but  that  the  gastric  motor 
activities  should  manifest  such  extreme  sensi- 
tiveness to  nervous  conditions  is  surprising. 

DISCUSSION 

This  work  by  Walter  Cannon,  then  a medi- 
cal student  at  Harvard,  was  published  in  1898 
in  Volume  1 of  the  American  Journal  of 
Physiology,  within  two  years  of  the  dis- 
covery of  x-rays  by  roentgen!  The  importance 
of  these  original  observations,  made  in  the 
dim  dawn  light  of  the  x-ray  era  as  a new 
century  lay  just  beyond  the  horizon,  was 
profound.  Cannon's  works  represented  the 
beginnings  of  radiologic  study  of  the  gastro- 
intestinal tract  and  generated  interest  in  the 
role  of  emotions  in  the  digestive  process. 

In  the  experiment,  bismuth  was  mixed  with 
foods  of  different  consistencies  to  vary  the 
physical  state  of  the  meal;  the  effects  of  these 
various  meals  on  the  contour  of  the  stomach 
were  then  evaluated.  Ink  tracings  of  the 
gastric  outline  were  obtained  under  fluoro- 
scopy. Cannon’s  observations  concerning 
the  effect  of  emotion  on  gastric  peristalsis 
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were  serendipitous;  he  originally  noted  that 
peristaltic  waves  were  fewer  in  number  in 
male  cats  who  during  his  experiments  struggl- 
ed when  restrained,  while  the  females  lay 
quietly. 

Within  the  next  several  years.  Cannon 
formally  introduced  the  field  of  clinical 
gastrointestinal  radiology  by  performing 
bismuth  gastrointestinal  series  on  two 
children.  He  went  on  to  study  extensively 
gastrointestinal  motility,  and  in  addition 
contributed  significantly  to  our  under- 
standing of  the  sympathic  nervous  system. 

In  1934,  Cannon  was  invited  to  give  the 
Caldwell  lecture  before  the  American 
Roentgen  Ray  Society.  He  remarked  at  the 
time  that  Dr.  Caldwell,  one  of  the  pioneers  in 
radiology,  had  “died  a martyr  in  his  service  to 
the  progress  of  medicine.”^  He  expressed 
with  some  hint  of  confidence  that  he  himself 
had  been  spared  the  ravages  of  excessive 
radiation  by  surrounding  the  tube  with  a 
metal  box,  a precaution  suggested  by  his 
mentor.  His  satisfaction  may  have  been 
premature.  In  1931  he  had  developed  itching 
of  the  skin  accompanied  by  red  papular 
cutaneous  lesions  on  his  back,  chest,  thighs, 
knees,  and  elbows;  a later  biopsy  confirmed 
the  diagnosis  of  mycosis  fungoides.  Cannon, 
who  also  experienced  basal  cell  and  squamous 
skin  carcinomas,  died  in  1945  after  the  devel- 
opment of  possible  lymphatic  leukemia. 

It  is  a measure  of  the  rapidity  of  the 
development  of  radiological  science  that  less 
than  90  years  ago  the  discipline  that  now 
includes  ultrasound,  computed  tomography, 
nuclear  medicine,  magnetic  resonance  imag- 
ing, angiography,  and  interventional  radi- 
ology was  at  a stage  where  frontier  research 
involved  placing  toilet  paper  over  a fluoro- 
scopic screen  so  that  the  outline  of  the  opaci- 
fied stomach  could  be  traced. 

Will  the  next  90  years  show  progress 
similarly  dramatic,  perhaps  rendering  ar- 
chaic even  the  term  “radiology”?  Will  there 
be  another  “new  technology  for  a new 
century?”^ 

REFERENCES 

1.  Cannon  WB.  The  movements  of  the  stomach  studied  by  means  of 
roentgen  rays.  Am  J Physiol.  1898;1:359-382. 

2.  Barger  AC.  New  technology  for  a new  century:  Walter  B.  Cannon  and 
the  invisible  rays.  AJR.  1981;  136:187-195. 

Del  Med  Jrl,  June  1987 — Vol.  59,  No.  6 


Editorials 


MORE  ABOUT  MALPRACTICE 


Adverse  jury  decisions  against  medical  care 
providers  are  increasing  in  frequency  and 
severity.  Satisfying  the  highest  standards  of 
practice  is  not  a guarantee  of  immunity. 
Apparently  consumers  are  demanding  per- 
fect results,  requiring  compensation  for  any- 
thing less. 

Nurtured  by  a multimillion  dollar  legal 
industry,  the  stampede  for  insurance  dollars 
is  ever  increasing.  Theoretically,  the  cost  is 
passed  on  to  the  consumer.  Actually,  it  is  the 
health  care  provider  who  is  paying  for  it, 
caught  between  the  litigious  patient  and 
miserly  third  party  payers. 

Although  many  remedies  have  been  pro- 
posed, few  have  been  adopted.  Perhaps  relief 
will  arrive  too  late  to  prevent  serious  injury  to 
our  health  care  system.  Apparently,  what  is 
needed  is  a pragmatic  approach  which  will 
provide  first  aid  while  major  remedies  are 
developed. 

Few  would  question  the  right  to  sue.  What 
is  objectionable  is  the  apparent  lack  of  fair- 
ness in  many  recent  decisions.  Under  our 
present  adversary  system  court  room  scenes 
frequently  resemble  trials  by  combat  more 
than  attempts  to  discover  truth.  Claims  are 
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often  exaggerated,  if  not  manufactured, 
under  the  theory  that  a good  offense  is  the 
best  defense.  Professional  “expert”  wit- 
nesses can  be  bought  and  induced  to  provide 
testimony  which  would  never  be  acceptable 
in  erudite  medical  circles.  In  Delaware  pro- 
spective jurors  who  are  related  in  any  way  to 
medicine  are  disqualified  as  possibly  pre- 
judiced. Yet,  they  are  expected  to  evaluate 
medical  evidence  presented  by  attorneys  who 
have  no  training  in  elementary  medicine  and 
to  make  decisions  based  upon  such 
evaluation. 

It  would  appear  that  the  interests  of  fair- 
ness would  be  served  better  if  medical 
“expert”  witnesses  were  pre-certified  by 
appropriate  specialty  boards  before  being 
permitted  to  testify.  Furthermore,  it  would 
appear  advantageous  to  review  post-trial  all 
testimony  of  “expert”  witnesses  for  sound- 
ness, impartiality,  and  veracity.  Those  who 
present  false  or  misleading  testimony  should 
be  severely  disciplined  by  law. 

Juries  obviously  need  assistance  in  under- 
standing highly  technical  testimony.  Such 
assistance  could  be  provided  by  at  least  two 
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disinterested  experts  who  could  be  provided 
by  nationally  recognized  medical  societies  to 
be  present  during  jury  deliberation. 

To  aid  in  determining  the  amounts  of 
awards,  juries  should  be  provided  with  guide- 
lines established  by  statute,  similar  to  those 
used  in  establishing  government  pension 
awards.  Furthermore,  awards  should  be  for 
limited  periods,  after  which  the  amount  of 
compensation  would  be  reassessed  according 
to  evidence  of  continuing  disability. 

Obviously,  there  will  be  instances  when 
large  awards  will  be  justified.  However,  such 
catastrophic  events  should  not  be  permitted 
to  ruin  the  competent  health  care  provider. 
Protection  could  be  afforded  the  latter  by 
legislating  limits  of  liability,  a privilege  now 
extended  to  corporations.  Additional  liability 
coverage  could  be  provided  by  an  umbrella 
financed  by  a surcharge  on  medical  bills. 
This  would  have  the  added  value  of  acquaint- 
ing the  consumer  with  the  current  cost  of 
insurance. 

David  V.  Pecora,  M.D. 


SALE  OR  LEASE 

2323 

Pennsylvania  Avenue 
Wilmington,  Delaware 

Prime  ground  floor,  medical 
location  in  established  four- 
level,  with  elevator,  building. 
88  parking  spaces  - 2,000+  sq. 
ft.  Ideal  for  one  or  two 
physician  office.  Centrally 
located  to  all  Wilmington 
hospitals.  Access  to  1-95. 
100%  owner-occupied. 
Available  July  1, 1987.  Call 

655-4510 


III  Rehabilitation  Consultants,  Inc. 

SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 

TWO  LOCATIONS 

Suite  105,  Springer  Building,  Concord  Plaza, 

3411  Silverside  Road. 

(302)478-5240 

2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 


ALL  THERAPY 

Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chry  sler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 


Rehabilitation  Consultants,  Inc.  ■ Since  1970 


398 


Del  Med  Jrl,  June  1987 — Vol.  59,  No.  6 


Editurials 


AIDS  QUESTIONS 

AIDS  is  a uniformly  fatal  disease  as  far  as 
we  know.  AIDS  is  spreading  in  an  epidemic 
manner  and  is  a tremendous  public  health 
problem.  No  nation  or  groups  of  people  will 
remain  unaffected  by  this  problem.  As  a result 
of  my  ongoing  reading  concerning  the  subject, 
several  very  important  questions  demanding 
answers  come  to  my  mind. 

Are  the  recommended  guidelines  from  the 
CDC  educated  speculation  or  are  they,  in  fact, 
based  on  prospective  studies? 

Safe  sex--what  is  it?  Is  it  safe  for  two  people 
who  have  negative  HIV  tests  (it  takes  two  to 
three  months  at  minimum,  and  up  to  six 
months  to  convert  to  a positive  test  after 
infection  with  the  virus)  to  have  sex?  Perhaps 
after  three  or  four,  or  more,  months  of  strictly 
monogamous  relationship,  a repeat  negative 
test  would  assure  true  negativity  provided 
one’s  partner  is  also  truly  monogamous. 

What  about  prostitutes--are  they  public 
health  hazards?  Should  they  be  quarantined  if 
their  HIV  test  is  positive?  What  if  their  HIV 
status  is  unknown?  What  if  their  present  HIV 
test  is  negative. 

What  about  the  child  with  AIDS  in  nursery 
school,  kindergarten,  etc?  Is  there  any  risk  or 
chance  that  contaminated  chewing  gum  or 
other  food  might  be  passed  from  one  child  to 
another?  Is  there  a chance  that  an  infected 
child  might  bite  a schoolmate?  Are  we  able  to 
predict  and  therefore,  prevent  such  biting? 
What  about  the  seropositive  child  who  does 
not  have  AIDS?  Could  he  be  dangerous  in  a 
similar  setting? 

What  is  the  actual  percentage  of  people 
infected  with  HIV  who  develop  AIDS  in  one  or 
two  years?  In  four  years?  In  ten  years?  Will 
everybody  infected  die  of  AIDS?  If  not,  can  we 
tell  who  will  die  and  why  they  will  die? 

Should  we  try  to  cut  down  on  the  spread  of 
HIV  or  should  we  try  to  stop  the  spread  of  HIV. 
Should  we  take  measures  to  prevent  a portion 
of  the  deaths  or  should  we  try  to  prevent  all  of 
the  deaths? 

What  about  testing?  Will  testing  just  some 
of  the  people  find  all  of  the  carriers,  or  do  we 
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need  to  find  all  of  the  carriers? 

What  about  confidentiality?  Is  the  right  of 
confidentiality  of  the  infected  individual  of 
more  importance  than  the  right  of  the  contacts 
to  be  protected  from  this  fatal  disease?  Society 
being  what  it  is,  is  there  any  way  that  the 
disease  can  be  contained  by  assuming  the 
confidentiality  of  the  infected  person  to  be  the 
more  important? 

Why  is  there  a difference  in  methods  of 
handling  disease  control,  for  instance,  for 
syphillis  and  HIV  infection,  or  tuberculosis 
and  HIV  infection?  Partients  who  will  not 
follow  measures  outlined  by  public  health 
personnel  regarding  tuberculosis  can  be  forced 
to  comply  and  can  even  be  jailed  as  part  of  the 
process.  Is  it  not  equally  important  to  prevent 
the  spread  of  AIDS? 

What  about  education?  Has  it  worked  for 
drugs?  Has  it  worked  for  teenage  pregnancy? 
Has  it  worked  for  alcohol  or  tobacco?  Studies 
addressing  compliance  of  patients  to  medical 
regimens  have  shown  that  there  really  is  no 
relationship  between  the  level  of  education,  or 
information  about  the  medication,  and  compli- 
ance. In  a recent  article  in  New  England 
Journal  of  Medicine'^  it  was  noted  that  a 
highly  educated  and  motivated  cohort  of  homo- 
sexual men  in  New  York  City  and  Washington, 
D.C.,  showed  a 48%  failure  rate  to  stop  having 
anal  sex  after  being  educated  about  its  risks, 
and  in  spite  of  recent  emphasis  on  condom  use, 
77%  of  the  men  in  that  study  did  not  use  them 
(even  condoms  fail  to  protect  in  about  17%  of 
the  individuals  who  do  use  them). 


Can  anything  short  of  universal  testing 
followed  by  appropriate  modification  of  be- 
havior end  this  plague?  Is  it  asking  too  much 
of  a seropositive  individual  to  abstain  from 
needle  sharing,  blood  and  organ  donation, 
and  sexual  relations  with  anyone  who  is  not 
already  HIV  positive?  Would  it  be  too  harsh  to 
incarcerate  infected  individuals  who  will  not 
practice  this  “self  quarantine?”  What  about 
dentists?  Should  they  be  informed  of  a sero- 
positive patient?  What  about  lab  personnel 
who  handle  infected  tissue  and  fluids?  In  a 
May  21, 1987  Associated  Press  article,  we  were 
informed  by  the  CDC  about  three  laboratory 
workers  who  became  infected  with  HIV.  One 
of  the  workers  had  a little  bit  of  blood 
splattered  on  her  face  and  in  her  mouth.  The 
second  woman  got  blood  on  her  finger,  which 
was  chapped,  and  waited  20  minutes  before 
washing  off  the  blood.  The  third  worker  got 
blood  on  her  hands  and  forearms  and,  while 
she  did  not  recall  any  open  wounds  on  her 
hands,  she  thinks  that  she  may  have  touched 
her  ear  which  had  some  dermititis.  In  an  in- 
teresting conclusion,  the  spokesman  for  the 
CDC  indicated  that  there  was  no  need  for 
alarm  among  hospital  workers. 

As  if  all  of  this  in  not  bad  enough,  HIV-2  is 
now  making  its  appearance  in  Africa  and  will 
probably  soon  be  joining  the  original  HIV 
throughout  the  rest  of  the  world. 

How  are  we  to  STOP  this  plague? 

Joel  R.  Temple,  M.D. 
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OUR  COLLEAGUES  IN  HUNGARY  AND 
BRITAIN 

Hungary,  a socialist  country  under  the 
control  of  the  USSR,  is  particularly  interest- 
ing to  visit  because  tourists  see  little  to  re- 
mind them  that  Hungary  is  not  a politically 
free  country.  The  Hungarians,  users  of  a 
language  that  very  few  people  outside  their 
country  can  understand,  do,  however,  publish 
an  English  language  newspaper  for  visitors; 
a recent  issue  had  two  stories  concerning 
physicians. 

One  story  was  a description  of  the  program 
at  a medical  meeting  (held,  American-style, 
at  Balaton,  a resort).  The  major  topics 
included:  the  problem  of  obesity  and  slim- 
ming cures;  a report  given  by  emergency 
medical  specialists  on  “what  every  doctor 
needs  to  know”  about  treating  victims  at 
accident  sites;  and  a discussion  of  suicide. 
This  last  was  especially  important  as 
Hungary  apparently  leads  the  world  in  inci- 
dence of  suicide.  A “dialogue”  between  a 


Dx:  recurrent 
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rheumatologist  and  a cardiologist  on  the 
“difficulties  and  contraindications  in  treat- 
ing locomotor  disease  in  heart  patients”  was 
to  be  held  on  one  day.  Coronary  disease  is 
reported  as  Hungary’s  most  common  cause  of 
death;  “locomotor  disease”  was  not  further 
amplified.  On  the  last  day  of  the  medical 
meeting,  representatives  of  the  health  minis- 
try and  general  practitioners  were  to  discuss 
unspecified  “health  care  issues.” 

In  the  same  paper  was  a report  of  a “promi- 
nent medical  professor  and  former  Deputy 
Rector  of  the  city's  medical  university”  who 
was  charged  with  embezzlement.  He  ex- 
ported 5,000  human  pituitary  glands  without 
a permit.  Dr.  Ferenc  Laszlo  was  accused  of 
having  sold  these  human  pituitaries  for 
almost  ten  years  to  an  Italian  firm  for  prices 
which  gradually  increased  from  Ft  3 (21 
cents)  to  Ft  40  ($2.80).  Furthermore,  despite 
the  fact  that  he  and  his  wife  earned  between 
them  Ft  27,000  a month,  apparently  a high 
salary  in  Hungary,  he  applied  to  the  drug 
firm  for  financial  support  to  attend  an 
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endocrine  congress  in  the  Netherlands. 
Instead  of  using  the  travel  grant,  he  de- 
posited it  into  an  unregistered  bank  account 
in  the  Netherlands,  thus  “contravening 
Hungarian  exchange  control  regulations.” 
The  story  broke  at  approximately  the  same 
time  as  the  human  head  scandal  in 
Philadelphia. 

About  the  same  time,  a British  physician 
published  the  letter  below  (London  Times, 
Wednesday,  September  24,  1986): 

Sir, 

Jill  Sherman  (September  9)  describes  current  NHS 
[National  Health  Service]  waiting  lists  of  more  than 
three  years  for  hip  operations,  and  a situation  where 
more  than  a quarter  are  now  being  carried  out  by  the 
private  health  sector. 

Throughout  a working  life  of  40  years,  British  citizens 
contribute  tens  of  billions  in  taxation  to  support  the 
NHS.  For  many  of  them,  their  only  call  upon  NHS 
services  may  be  a hip  operation. 

None  of  us  chooses  our  diseases  and  the  NHS  was 
created  to  remove  the  inequities  of  ill  health  amongst  us. 
After  a lifetime  of  taxation,  it  is  disgraceful  that  some 
people  should  have  to  wait  years  for  such  operations. 


Perhaps  Mr  Fowler  should  tell  us  what  we  can  or 
cannot  expect  from  the  NHS  in  return  for  our  taxes  and 
explain  why  hip  operations  and  perhaps  other  items  of 
service  are  no  longer  part  of  the  NHS. 

Yours  sincerely, 

B.J.  Broughton 

The  Queen  Elizabeth  Hospital, 

Queen  Elizabeth  Medical  Centre, 

Edgbaston, 

Birmingham, 

September  11 


Will  such  waiting  lists  for  hip  surgery  be 
the  inevitable  next  step  in  the  various  proce- 
dures of  “cost  control”  in  medical  care  in  the  i 
U.S.  to  which  we  are  now  increasingly' 
subject? 

The  medical  events  and  affairs  of  Hungary  j 
and  Britain,  as  with  most  of  the  countries  I 
have  recently  visited  as  a tourist,  seem) 
amazingly  relevant  and  little  different  from  , 
ours. 

Bernadine  Z.  Paulshock,  M.D.i; 
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Letters  to  the  Editor 


A JOURNEY  INTO  CHINA 


To  the  Editor: 

As  an  adopted  son  of  Wilmington,  I am 
writing  about  one  of  the  “Wilmingtons”  of 
China,  a busy,  important  place,  one  that  many 
know  only  from  passing  through  to  get  to 
somewhere  more  famous.  Shijiazhuang,  a 
railway  town  hundreds  of  miles  south  of 
Peking  has  mushroomed  in  a short  genera- 
tion to  half  a million  souls;  I don’t  know  how 
far  it  is  from  Peking  because  I came  in  from 
the  south,  23  hours  by  rail  from  Shanghai.  It 
was  a treasured  opportunity  for  me  to  live 
and  work  in  a hospital  in  the  real  China.  I 
would  like  to  share  some  of  the  experiences 
and  surprises  I had. 

I was  the  guest  of  the  large  provincial 
hospital,  served  by  over  150  doctors,  and  I 
was  delighted  that  they  made  good  use  of  my 
presence.  I was  busy  during  the  day  with 
ward  rounds  and  giving  seminars,  which 
doubtless  were  more  valuable  for  their  lin- 
guistic than  their  medical  content.  I also 
taught  two  classes  of  English  four  nights  a 
week  to  60  doctors,  supposedly  beginning  and 
advanced.  But  since  from  either  courtesy  or 
zeal  all  the  students  attended  both,  I 
effectively  had  four  two-hour  classes. 
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My  first  surprise  was  that  despite  all  the 
glitter  which  dazzles  the  uninitiated,  China  is 
still  a class  society,  not  so  much  of  rich  and 
poor  as  of  educated  and  uneducated. 
Shijiazhuang  is  a market  town,  full  of  inartic- 
ulate, weather-beaten  peasant  men  and  wo- 
men who  spit  and  shove  and  mob  the  streets 
and  shops.  They  do  the  same  at  the  hospital. 
This  is  still  Asia. 

My  second  surprise  was  that  despite  rev- 
olution and  repression,  Chinese  humanism 
lives.  I found  it  particularly  among  the 
doctors  of  the  older  generation:  gentleness, 
courtesy,  depth  of  feeling,  the  humor  that 
characterized  the  ideal  Confucian  gentleman 
who  made  the  Jesuits  pay  honor  to  Chinese 
civilization.  Who  could  say  whether  the  old 
Confucian  scholar  could  communicate  with 
the  “old  hundred  names,”  the  peasantry?  I 
can  only  say  how  impressed  I was  with  the 
genuine  empathy  shown  by  the  medical  staff 
for  the  patients  who  were  a huge  cultural 
remove  from  them.  I shall  never  forget  the 
chief  of  medicine  asking  the  patients  with 
such  warmth  and  sympathy,  “Dzemma 
busbufu?^'  (in  what  way  to  you  feel  unwell?) 
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the  universal  tendency  of  doctors  to  gravitate 
toward  big  cities  and  big  centers.  But  I 
sensed  among  all  the  physicians  the  desire  to 
learn  and  to  serve. 

I had  a kneejerk  reaction  in  believing  that 
the  Communist  party  officials  and  admini- 
strators were  going  to  he  narrow-minded 
martinets.  I was  surprised  to  find  the  ones  I 
met  were  very  human  and  widely  beloved. 
Instead  of  the  centralized  monolithic  bureau- 
cratic state  we  imagine,  most  administrative 
decisions  seem  to  be  made  at  the  local  level, 
and  human  relationships  rather  than  rank  or 
orthodoxy  are  what  get  things  done. 

Probably  my  biggest  surprises  were  that 
most  Chinese  have  much  more  faith  in  tradi- 
tional Chinese  medicine  of  herbs  and  acu- 
puncture than  in  scientific  medicine.  There- 
fore, most  primary  care  problems  are  treated 
by  practitioners  of  those  arts.  Only  a sick 
neonate  or  the  acutely  ill  would  present 
directly  to  the  scientific  doctor.  Others  might 
later  be  referred.  And  I was  unable  to  find  a 
scientific  doctor  who  failed  to  express  faith  in 
the  traditional  medicine. 


My  third  surprise  was  to  discover  that  there 
are  too  many  Chinese  doctors  rather  than  too 
few.  During  the  Cultural  Revolution,  medical 
students  were  selected  for  their  class  origins, 
and  more  attention  was  paid  to  politics  than 
to  science.  Meanwhile,  the  more  studious  and 
bourgeois  students  and  professors  were  sent 
to  the  countryside  for  a decade  of  shovelling 
manure.  The  result  is  that  on  one  hand  the 
profession  is  packed  with  half-educated 
doctors  (everyone  in  China  is  guaranteed  a 
job,  but  not  necessarily  a useful  or  busy  one) 
and  on  the  other,  many  of  the  more  able 
residents  of  today  are  in  their  30s,  having 
finally  heen  able  to  go  to  medical  school  after 
returning  from  the  countryside.  Both  groups 
of  doctors  are  frustrated,  the  one  because 
they  realize  their  level  of  knowledge  is  un- 
satisfactory, and  the  other  because  there  is 
little  opportunity  for  further  training  or 
research.  Unlike  Shanghai  or  Peking, 
Shijiazhuang  is  not  a prestigious  place  to 
live.  Most  of  the  doctors  are  here  because 
they  were  assigned — the  Chinese  solution  to 
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Perhaps  because  of  this,  the  Chinese  have 
difficulty  in  knowing  what  to  do  with  ad- 
vancing medical  technology  (as  we  do,  some- 
times). They  are,  however,  very  anxious  to  be 
up-to-date,  and  have  imported  the  latest 
machines  from  Japan:  2-D  echoes,  isotope 
cameras,  prospectively  CT  and  NMR.  Each 
machine  has  someone  adept  in  its  use,  but  the 
equipment  seems  to  spend  most  of  its  time 
under  dust  covers,  waiting  to  be  shown  to  the 
next  visitor. 

What  I ultimately  learned  from  my  stay  in 
China  is  that  over  and  above  all  cultural  and 
theoretical  differences,  the  medical  world  is 
one  world,  and  the  Chinese  doctors  our 
colleagues  and  friends. 

Gerald  Bunker,  M.D. 

Annapolis,  Maryland 


DIABETICS  NEED  HELP 


To  the  Editor: 

There  are  approximately  32,000  diabetics 
in  Delaware.  That's  5%  of  our  state  popula- 
tion. Of  this  number,  3,200  are  insulin 
dependent.  The  remainder  control  their 
diabetes  by  medication,  diet,  and  exercise — 
I or  at  least  about  half  of  them  do. 


j That’s  the  major  problem  facing  the 
\ American  Diabetes  Association  in  this  state: 
I only  about  half  our  total  diabetic  popu- 
1 lation  knows  that  they  have  the  disease. 
I They  go  about  their  daily  routine  unaware 
I that  diabetes  in  frequently  accompanied  by 
: heart  disease,  kidney  failure,  blindness, 

I stroke,  amputation  of  a limb,  or  the  potential  of 
I a decreased  life  expectancy. 


The  Delaware  Affiliate,  Inc.,  of  the  American 
Diabetes  Association,  is  working  to  ease  the 
burden  of  those  who  know  that  they  have 
diabetes.  Our  education  programs  offer  practi- 
cal hints  on  ways  to  manage  the  disease. 
Professional  education  programs  help  the 
medical  community  to  keep  current  on  trends 
in  diabetes  research  and  treatment.  Free 
detection  programs  help  screen  those  who 
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MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 


frequently  are  unaware  that  they  have 
diabetes.  Through  various  fund  raising  pro- 
grams we  participate  with  other  Affiliates  in 
research  work  that  we  are  confident  will  one 
day  lead  to  a dramatic  breakthrough  in  the 
care  of  diabetes. 

These  activities  cost  money.  The  detection 
program  costs  about  $3,000  annually.  One 
educational  meeting  requires  about  $1,000  in 
funding.  Each  public  talk  to  a group  costs 
approximately  $100.  And  each  time  we  parti- 
cipate in  a health  fair,  it  costs  nearly  $300 
despite  the  fact  that  the  table  space  is  provided 
free. 

About  85%  of  our  budget  comes  from  contri- 
butions. Membership  is  $20.00  per  year. 
Additional  contributions  are  tax  deductible, 
and  are  always  welcome.  Please  remember 
that  without  this  help,  we  would  not  be  able  to 
serve  at  all. 


Grafton  Reeves,  M.D. 

President 
Delaware  Affiliate,  Inc. 
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ATTENTION  DOCTORS 


Currently,  we  have  the  ability  to  offer  an  alternative  to  the  lengthy  written  reports 
requested  on  your  patients  applying  for  Social  Security  Disability  benefits.  You  can 
phone  in  your  medical  report  in  complete  confidence.  Your  report  is  received  and 
transcribed  by  a professional  transcription  service. 

All  you  have  to  do  is:  Call  1-800-331-4299 

It’s  convenient:  Available  24  hours  per  day,  everyday. 

It’s  efficient:  No  writing  or  mailing. 

It’s  economical:  No  additional  personnel  or  materials  need  be  furnished  by  you. 


i 

I 

f 

♦ 
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By  utilizing  this  service,  we  will  receive  medical  evidence  faster,  which  will  enable  us  to 
make  timely  and  accurate  medical  decisions  of  disability.  For  any  questions  please 
contact: 

W.  Marc  Young 
Medical  Relations  Officer 
Disability  Determinations  Service 
(302)  571-2079 


T.L.C. 

8PECIAU8T8 

We're  not  just  in  the  business  of  handling  money,  we  handle  people,  too  , 
day  In  and  day  out  People  like  you  who  are  important  to  our  business  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require 

Feel  free  fo  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA.  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates 

WE’RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


SAVINGS  BANK 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 


9th  & latnall  Sts  Wilm  o Concord  Mall,  Midway  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover  Delaware 


Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


WE  HAVE  BOOKS 

During  1986,  Delaware  Medical  Journal 
published  35  book  reviews  by  14  authors  (some 
of  our  reviewers  are  heavy  readers). 

Reviewers  get:  1)  their  name  in  print;  2)  to 
keep  the  book  they  review;  and  3)  a chance  to 
influence  their  peers  (not  necessarily  in  order 
of  importance). 

If  you’ve  never  reviewed  a book  but  would 
like  to,  stop  by  the  Journal  office  and  see  what 
is  available.  At  the  same  time,  learn  the  book 
reviewrules,  which  are  quite  simple.  Ifwehave 
nothing  that  appeals  to  you,  let  us  know;  we 
will  be  glad  to  order  it  for  you. 

THE  LOWER  EXTREMITY  AND  SPINE  IN 
SPORTS  MEDICINE,  by  James  A.  Nicholas 
and  Elliot  B.  Hershman.  St.  Louis,  C.V.  Mosby, 
1986.  1853  pp.  Price:  $125.00. 

“Understanding  the  mechanism  of  injuries 
in  sports,  the  diagnosis,  treatment,  and 
rehabilitation  of  injuries  and  the  subsequent 
course  of  the  individual  is  an  immense  task, 
but  a great  challenge.”  With  this  in  mind,  the 
authors  with  contributions  from  a cadre  of 
health  professionals  have  written  yet  another 
textbook  on  sports  medicine.  The  integration 
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of  multidisciplinary  aspects,  the  study  of  the 
musculoskeletal  system.  Dr.  Nicholas’  ever 
present  “concept  of  linkage,”  all  contribute  to 
make  this  book  particularly  important  and 
valuable. 

To  appreciate  the  scale  of  this  effort,  consider 
the  following:  this  is  a two  volume  work 
divided  into  five  parts  and  totaling  46  chapters 
by  64  authors.  Part  one  is  titled  “The  Basic 
Science  of  Injuries.”  Current  information 
about  anatomy  and  physiology  of  the  musculo- 
skeletal system  is  presented.  Included  in  this 
section  is  a chapter  on  cardiovascular  aspects 
of  lower  extremity  injuries  reflecting  Dr. 
Nicholas’  concern  for  the  total  patient  when 
handling  localized  athletic  injury.  A superb 
chapter  by  Dr.  Letha  Hunter  covering  the 
female  athlete  is  a particular  bonus.  Part  two 
offers  principles  of  rehabilitation,  recondi- 
tioning and  athletic  training.  For  those  who 
are  unaware  of  the  vitally  important  con- 
tributions of  the  trainer  and  sports  oriented 
physical  therapist  in  sports  medicine,  this 
section  may  come  as  a revelation.  The  third 
part  deals  with  the  traditional  regional  con- 
siderations. This  section  is  invaluable  for  its 
thorough  study  and  practical  information 
regarding  anatomy,  biomechanics,  diagnosis, 
surgical  and  non-surgical  treatment  of  injuries 
and  of  particular  usefulness  for  the  team 
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physician,  criteria  for  return  to  participation. 

Fortunately  in  this  textbook,  the  authors 
have  decided  to  address  a neglected  aspect  of 
sports  medicine;  namely,  pediatric  and  adoles- 
cent athletes.  This  part  deals  with  injuries  in 
the  skeletally  immature  athlete.  This  valuable 
and  much  needed  compilation  of  essential 
information  about  that  important  area  of 
sports  medicine  is  a welcome  addition. 

Part  five  deals  with  sport  specific  injuries 
and  rehabilitation.  While  interesting  and 
informative,  it  is  arbitrary  and  too  limited. 
Regretfully,  such  high  risk  sports  as  wrestling, 
lacrosse,  gymnastics  (particularly  women’s 
gymnastics)  boxing  and  hockey  are  omitted. 

In  summary,  the  textbook  presents  a com- 
prehensive study  of  musculoskeletal  injuries 
of  the  lower  extremity  and  spine  in  sports.  The 
basic  science  and  clinical  aspects  are  inte- 
grated and  presented  in  a way  that  considers 
the  needs  of  the  practicing  sports  medicine 
professional.  What  is  needed  now  is  a com- 
parable study  of  the  upper  extremity  and  trunk 


injuries  in  sports  by  Dr.  Nicholas  and 
company. 

Joseph  E.  Black,  M.D.  i 

RADIOLOGY  OF  BONE  DISEASES,  edited  by 
George  B,  Greenfield.  Philadelphia,  J.B. 
Lippincott  Company,  1986.  926  pp.  Price: 
$87.50. 

This  is  a somewhat  shorter  text  of  less  than  ' 

1000  pages  dealing  with  diseases  of  bone  and 
joint  than  two  of  the  more  extensive  texts 
presently  available  in  the  literature.  In  fact  the 
stated  aim  of  the  author  is  to  present  a ! 
relatively  short  text  that  includes  recent  ! 
material  and  incorporates  recent  developments 
in  radiology  into  an  approach  to  the  radio- 
graphic  diagnosis  of  bone  soft  tissue  and  j oint  I 
disease. 

Interestingly  the  text  is  organized  into 
diseases  which  are  grouped  according  to  ; 
radiographic  features.  This  leads  to  chapters  ! 
which  analyze  loss  of  bone  density,  alteration 
of  bone  texture,  abnormalities  of  the  epiphyseal 
region,  changes  in  the  size  and  shape  of  bone, 
solitary  bone  lesions,  soft  tissue  abnormalities 


CHRISTIANA 
n ) I AUDIOLOGY 

y ASSOCIATES.  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


DIRECTOR:  NORMAN  B.  ROBINSON,  M.D. 
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When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 

BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T. 

Where  rehabilitation  is  more  than  just  a word 

physician’s  referral  required 

KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 
WILMINGTON,  DELAWARE  1 9805  • TELEPHONE  302/995-6095 


and  joints.  This  arrangement  adds  something 
to  the  utility  of  the  text  in  reviewing  a 
particular  finding  on  an  x-ray  and  then 
researching  it  in  the  text.  The  authors  claim 
that  most  published  radiographs  are  new  to 
the  literature.  I found  the  radiographs  to  be  of 
good  quality  and  at  least  in  the  soft  tissue  and 
joint  section  to  be  illustrative  of  the  entities 
that  they  represented. 

All  in  all  I found  the  text  to  be  well  organized, 
and  well  illustrated  with  helpful  tables.  References 
appeared  to  be  2-3  years  out  of  date.  The  text 
did  try  to  incorporate  the  various  modalities 
that  we  now  have  available  within  the  field  of 
radiology  and  nuclear  medicine  to  better 
evaluate  a given  problem. 

James  H.  Newman,  M.D. 

CECIL  TEXTBOOK  OF  MEDICINE,  17TH 
EDITION,  edited  by  James  B.  Wyngaarden, 
M.D.,  and  Lloyd  H,  Smith,  M.D,  Philadelphia, 
W.B.  Saunders,  1985.  2436  pp.  Price:  $70.00. 

Cecil,  as  most  of  us  know  it,  is  the  old 
standby  reference  textbook  of  medicine.  It  was 
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first  published  in  1927  and  has  been  upgraded 
and  revised  every  three  or  four  years.  This 
current  edition  is  the  seventeenth.  The  two 
editors  are  the  Director  of  The  National 
Institutes  of  Health  at  Bethesda  and  the 
Chairman  of  the  Department  of  Medicine  at 
The  University  of  California  at  San  Francisco. 
The  three  hundred  and  twenty  three  con- 
tributors are  from  one  hundred  different  insti- 
tutions, primarily  medical  schools,  in  the 
United  States  and  nine  other  countries.  Of  the 
three  hundred  and  twenty  three  authors,  one 
hundred  and  nine  are  either  new  contributors 
or  previous  contributors  with  newly  assigned 
topics,  to  get  fresh  approaches.  Forty  percent 
of  the  chapters  have  been  completely  rewritten 
by  new  authors.  The  chapters  which  are  not 
new  have  been  revised  and  updated.  The 
extensive  bibliography  has  also  been  updated, 
and  the  references  are  all  to  readily  available 
journals  and  books. 

Among  the  new  chapters  are,  “Management 
of  Common  Problems  in  the  Elderly,”  “Care  of 
Dying  Patients  and  their  Families,”  “Ethics  in 
the  Practice  of  Medicine,”  “Use  and  Interpre- 
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tation  of  Laboratory  Derived  Data,”  “Overview 
of  Imaging  Techniques  and  Projection  for  the 
Future,”  “Expectations  from  Recombinant 
D.N.A.  Technique  Research,”  and  “Acquired 
Immune  Deficiency  Syndrome.” 

The  editors  give  as  their  goal  “ — to  provide 
an  authoritative  clinical  guidance  and  a 
reasoned  scientific  basis  for  the  pursuit  of 
medicine.”  This  they  have  done  well. 

The  first  14  pages  of  this  Cecil  consist  of  five 
essays,  including  one  by  Lewis  Thomas, 
intended  for  medical  students  to  give  them  a 
broad  perspective  of  the  meaning  of  medicine. 
For  me,  this  is  the  best  part  of  the  book. 

David  Platt,  M.D. 

MIGRAINE.  UNDERSTANDING  A COMMON 
DISORDER,  by  Oliver  Sacks,  M.D.  Los 
Angeles,  University  of  California  Press,  1985. 
250  pp.  Price  unavailable. 

Headache  is  a common  clinical  problem  and 
is  perhaps  even  more  common  in  a practice 
devoted  to  arthritis  with  its  necessarily 
associated  chronic  pain  disorders.  While  most 
headache  in  this  setting  is  referred  from 
cervical  arthritis  and  is  of  the  muscle  con- 
traction variety  or  tension  variety,  frequently 
headache  symptoms  are  complex  and  therefore 


I have  developed  more  than  a passing  and 
personal  interest  in  migraine  headache  which 
I found  I knew  fairly  little  about.  Therefore,  I 
thought  I might  review  this  book  which  could 
probably  be  more  intelligently  reviewed  by  a 
neurologist.  Nevertheless  I found  it  quite 
interesting  and  would  be  happy  to  recommend 
it.  Anatomically  speaking  the  book  comes  in 
four  parts.  Part  1 describes  the  clinical  mani- 
festations of  migrainous  phenomenon  in- 
cluding common  migraine,  migraine  equiva- 
lents, migraine  aura  and  classical  migraine, 
and  other  migrainous  phenomenon  such  as 
cluster  headache,  hemiplegic  migraine,  oph- 
thalmoplegic migraine  and  pseudomigraine. 
Part  2 reviews  the  occurrence  of  migraine 
whereas  part  3 discusses  the  biologic,  psy- 
chologic and  physiologic  basis  for  migraine 
headaches.  The  final  part  deals  with  various 
therapeutic  approaches  to  the  simple  and 
difficult  patient.  There  are  also  useful  as- 
sociated case  histories  scattered  throughout 
the  book.  Finally  there  is  a useful  historical 
introduction  and  equally  useful  glossary  of 
terms. 

In  short.  Dr.  Sacks  has  written  a 250  page 
book  that  is  readable  and  brings  together  in 
one  location  an  apparently  good  summary  of 
our  current  knowledge  about  this  common 
clinical  disorder.  I was  happy  to  have  the 
opportunity  to  review  it. 

James  H.  Newman,  M.D. 


HOME  HEALTH  CARE  CENTER 


• WHEEL  CHAIRS 

• WALKING  AIDS 

• T E N S^  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 
. ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


’ SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SALES  608  NO.  UNION  STREET 

RENTALS  WILM  DEL 

service  phone  652-0300 
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Deaths 


ALLEN  CURTIS  WOODEN,  M.D. 

Dr.  Allen  Curtis  Wooden,  a Wilmington 
physician  and  medical  historian,  died  May  27, 
1987,  of  an  apparent  heart  attack  at  home.  He 
was  69  years  old. 

Dr.  Wooden  graduated  from  the  University 
of  Maryland  School  of  Medicine  in  1944,  and 
had  practiced  internal  medicine  since  1950.  He 
was  a chief  of  Medicine  at  St.  Francis  Hospital, 
was  on  the  staffs  at  The  Medical  Center  of 
Delaware  and  Riverside  Hospital. 

He  was  also  a charter  fellow  of  the  American 
Academy  of  Family  Physicians,  and  a fellow  of 
the  College  of  Physicians  of  Philadelphia, 
where  he  was  chair  of  the  section  on  medical 
history  for  the  past  two  years. 

Dr.  Wooden  was  a member  of  the  American 
Medical  Association,  the  Medical  Society  of 
Delaware,  the  New  Castle  County  Medical 
Society,  the  Royal  Society  of  Medicine  of  the 
College  of  Physicians  of  Philadelpia,  and  a 
member  of  the  Military  Surgeons  Association 
of  Medicine.  He  served  on  the  board  of  the 


American  Red  Cross,  Delaware  Chapter.  He 
was  a member  of  the  American  Association  of 
the  History  of  Medicine  and  the  International 
Congress  of  the  History  of  Medicine.  Several 
of  his  articles  appeared  in  Delaware  Medical 
Journal  and  Medical  Times. 

Dr.  Wooden  was  a retired  colonel  of  the 
Army  Medical  Corps  and  was  commander  of 
the  Delaware  National  Guard’s  116th  Surgical 
Mobile  Hospital  when  it  was  activated  in 
1961. 

He  is  survived  by  his  wife,  Joan  M.;  a son, 
Allen  C.  Jr.  of  Riviera,  Arizona;  a daughter, 
April  Blazich  of  Raleigh,  North  Carolina;  and 
three  grandchildren. 

JOACHIM  CHUNG-CHIU  CH’IH,  M.D. 

The  Medical  Society  of  Delaware  has  just 
learned  that  Dr.  Ch’ih,  formerly  of  Dover,  died 
in  early  1986  in  his  home  in  Cinnaminson,  New 
Jersey.  Dr.  Ch’ih  had  worked  at  Delaware 
State  College  for  many  years  before  his  retire- 
ment in  1980. 
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In  Brief 


PHYSICIANS’  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
HEALTH  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please 
COMMITTEE  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


SUMMER 
RETREAT: 
PRACTICAL 
ISSUES  IN 
PRIMARY  CARE 


This  is  the  11th  annual  gathering  of  this  conference,  held  August  6-9, 
1987  at  the  Cavalier  Resort  Hotel,  Virginia  Beach,  Virginia.  Each  of  the 
four  days  features  a half-day  session  in  the  morning  on  such  topics  as 
endocrine  disorders,  management  of  the  older  patient,  office  emer- 
gencies, etc.  For  more  information,  call  Kathy  Martin  at  804-786-0494,  or 
write  her  at  the  Office  of  Continuing  Education,  Medical  College  of 
Virginia,  Box  48,  MCV  Station,  Richmond,  VA  23298-0001. 


PRIMARY  CARE 
OF  THE  FEMALE 
PATIENT 


This  conference,  held  August  14-16,  1987  at  the  Cavalier  Resort  Hotel, 
Virginia  Beach,  Virginia,  is  designed  for  physicians  who  treat  women  on 
a primary  care  basis.  Selected  topic  areas  in  obstetrics  and  gynecology 
will  be  featured  in  three  half-day  sessions.  For  more  information,  call 
Kathy  Martin  at  804786-0494,  or  write  her  at  the  Office  of  Continuing 
Education,  Medical  College  of  Virginia,  MCV  Station,  Richmond,  VA 
23298-0001. 


SOUTH 

CAROLINA 

PEDIATRICIANS’ 

SCIENTIFIC 

SESSION 


South  Carolina  Chapter,  American  Academy  of  Pediatrics,  Annual 
Scientific  Session  on  “Critical  Care  Pediatrics  for  the  Primary  Care 
Physicians”  will  be  held  at  Mariner’s  Inn,  Hilton  Head  Island,  South 
Carolina  on  August  6-9,  1987.  Category  1 credit  hours  will  be  given  to 
attendees.  For  more  information,  contact  Debbie  Shealy,  SC  Chapter 
AAP,  PO  Box  11188,  Columbia,  SC  29211,  or  call  803-798-6207. 


PHYSICIAN 
SEMINARS  ON 
MEDICAL 
MALPRACTICE 


International  Conferences  of  Huntington  Station,  New  York  will,  for  the 
eighth  consecutive  year,  offer  a series  of  cruise/conferences  on  medico- 
legal issues  for  physicians  in  1987.  The  seminars  will  be  offered  by  a 
prominent  national  faculty,  and  have  been  approved  for  20-24  CME 
Category  I hours.  Cruise/conferences  have  been  scheduled  in  the  Carib- 
bean, Mexico,  China/Orient,  Hawaii,  Alaska/Canada,  and  Scandina- 
via/Russia. For  more  information,  contact  International  Conferences, 
Suite  C,  1987  Lodge  Avenue,  Huntington  Station,  NYU,  11746,  or  call 
800-521-0076. 
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President’s  Page 


LIABILITY  INSURANCE:  THE  PHYSICIAN’S  UMBRELLA 


While  contemplating  this  month’s  Presi- 
dent’s Page,  I found  myself  in  the  middle  of  the 
usual  summer  electrical  storm,  with  an  ac- 
companying power  outage  — life  came  to  a 
vertitable  standstill  — no  water  via  the  pump 
system,  no  cooling  elements,  no  lights  — in 
short,  none  of  the  taken-for-granted  con- 
veniences of  everyday  modern  living.  After 
five  hours  of  waiting  and  multiple  calls  to  the 
electric  company,  I was  powerless  to  do  any- 
thing about  it. 

The  similarity  to  malpractice  insurance  and 
the  problems  of  modern  day  practice  in  a 
litigious  society  somehow  seemed  analogous 
to  the  storm-generated  electrical  power  de- 
mise. Let’s  face  it,  if  Delaware  physicians,  like 
their  Florida  counterparts,  cannot  obtain 
insurance,  or  if  the  available  insurance  is  too 
costly,  we  cannot  practice  medicine  as  we 
know  it  today.  It  is  the  “power  source”  that  not 
only  protects  our  patients  but  allows  us  to  work 
in  a marketplace  that  is  fraught  with  a 48% 
unjustified  malpractice  suit  rate.  No  one  in  his 
or  her  right  mind  would  attempt  to  go  bare  and 
practice  without  the  protective  umbrella  of 
professional  insurance.  This  year  PHICO  is 
proposing  a 30%  increase  in  malpractice 
insurance  rates,  a rise  of  91%  over  the  past 
three  years. 

In  an  effort  to  look  for  solutions  to  an  ever 
increasing  problem  , a problem  which  inci- 
dentally our  trial  lawyer  brethren  say  does  not 
exist,  the  Blue  Ribbon  Panel  was  formed.  The 
panel  was  chaired  by  Ben  C.  Corballis,  M.D. 
He  was  assisted  by  Martin  Gibbs,  M.D., 
Chairman  for  New  Castle  County,  James  B. 
McClements,  M.D.,  Chairman  for  Kent 
County,  and  James  P.  Marvel,  Jr.,  M.D., 
Chairman  for  Sussex  County.  The  remaining 
members  of  the  Committee  were: 


New  Castle  County 
Joseph  A.  Battaglia,  D.O. 

Edward  F.  Becker,  M.D. 

C.  Robert  Green,  M.D. 

Garth  A.  Koniver,  M.D. 

William  A.  Newcomb,  M.D. 

Stephen  R.  Permut,  M.D. 

Zakir  Hossain,  M.D. 

Kent  County 
Charles  Allen,  M.D. 

Arthur  Zimmerman,  M.D. 

Sussex  County 

John  J.  DiBonaventure,  D.O. 

William  B.  Cooper,  M.D. 

Francis  C.  Drury,  M.D. 

The  panel’s  charge  was  to  investigate  in 
depth  the  entire  malpractice  question  and  to 
make  recommendations  to  the  Board  of 
Trustees.  After  months  of  prodigious  work, 
and  countless  late  weekly  evening  meetings  up 
and  down  the  state,  the  committee  submitted  a 
detailed  report  with  specific  recommendations 
that  I am  happy  to  say  were  fully  accepted  by 
the  Board,  and  are  being  implemented  at  this 
time.  I would  hope  that  everyone  who  practices 
in  this  state  will  appreciate  the  great  service 
that  this  committee  and  its  chairman  has  done 
towards  alleviating  some  of  the  pressure  en- 
gendered by  this  modern  day  litigious 
mentality. 

As  Florida  physicians  have  demonstrated, 
malpractice  insurance  and  electricity  have  a 
lot  in  common  in  modern  day  America,  — they 
both  allow  their  respective  systems  to  operate. 
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Mammography 
can  detect 
breast  cancers 
even  smaller 
than  the  hand 
can  feel. 


Low-dose  breast  x-ray, 
mammography,  is  giving  hope 
that  the  leading  cause  of  cancer 
deaths  in  women  will  be  greatly 
diminished. 

We  urge  women  without 
symptoms  of  breast  cancer,  ages 
35  to  39,  to  have  one  mammo- 
gram for  the  record,  women  40 
to  49  to  have  a mammogram 
every  1 to  2 years,  and  women 
50  and  over,  one  a year.  Breast 
self-examination  is  also  an  impor- 
tant health  habit  and  should  be 
practiced  monthly.  Ask  your 
local  Cancer  Society  for  free 
leaflets  on  both  subjects. 

The  American  Cancer 
Society  wants  you  to  know. 


AAAERICAN 
^>CANCER 
f SOCIETY® 


YOU  NAME  IT  ^ 
WE  LEASE  IT. 

At  Delaware  Auto  Leasing  we  provide: 

□ No  down  payment.  □ 12  to  60-month  lease  plans. 

□ No  extra  eharge  for  purchase  option.  □ Extended 
service  contracts.  □ Cash  or  trade  for  your  present 
car  or  truck.  □ Executive  leasing  plans  available  with 
personalized  service  including  pick-up  and  delivery. 

□ Loaner  cars  available.  □ Whether  you  need  one 

ear  or  a fleet,  call  - (302)  656-3154. 


'87  NISSAN 
SENTRA 

$139* 

'87  HONDA 
ACCORD 

$164* 

'87  NISSAN 
200  SX 

$193* 

'87  HONDA 
PRELUDE 

$195* 

'87  FORD 
TAURUS  SEDAN 

$196* 

'87  MAZDA 
626  DELUXE 

$198* 

'87  CHEVROLET 
Z28  CAMARO 

$232* 

'87  MAZDA 
RX7 

$239* 

'87  STERLING 
MODEL  S 

$299* 

'87  STERLING 
MODEL  SL 

$379* 

'87  NISSAN 
300ZX 

$309* 

'87  CADILLAC 
SEDAN  DE  VILLE 

$319* 

'87  CADILLAC 
EL  DORADO 

$358* 

'87  190 
MERCEDES 

$418* 

'87  CADILLAC 
BROUGHAM 

$399* 

CADILLAC 

LIMOUSINE 

$518* 

'60  MOS.  CLOSED  END  LEASE.  *1000  down,  cash  or  trade.  1st  pay- 
ment, refundable  security  deposit  due  on  delivery.  Taxes,  tags,  extra. 
Multiply  60  mos.  times  payment  for  total  amount. 

Delaware 


Auto  Leasing 

1605  Pennsylvania  Ave..  Wilmington 
Phone  (302)  656-3154 
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Medical  Ethics 


This  has  been  provided  as  a service  of  the  Ethics  Committee  of  the  Medical 
Society  of  Delaware,  Robert  W.  Frelick,  M.D.,  Chairman. 


TWO  CONCEPTS  OF  THE  ROLE  OF  VALUES  IN  MEDICAL  DECISIONS 


The  conceptual  underpinnings  of  20th  cen- 
tury Western  medicine  are  being  pushed  to 
their  limits;  and  if  medicine  as  we  know  it 
collapses,  the  intense  questioning  of  medical 
decisions,  often  in  the  name  of  bioethics,  may 
have  something  to  do  with  it.  Rooted  in  the 
Hippocratic  emphasis  on  empirical  observa- 
tion, rationality  and  demystification  of  disease, 
modern  medicine  rests  on  the  premise  that 
technical  and  scientific  knowledge  combined 
with  wisdom  that  comes  from  experience  pro- 
vide the  most  appropriate  foundations  for 
medical  decisions.  It  has,  at  least  until  recently, 
been  assumed  that  health  professionals  were 
the  most  appropriate  persons  to  diagnose  ill- 
ness and  prescribe  treatments. 

In  its  simplest  form,  the  proponents  of 
modern  medicine  spoke  as  if  proper  diagnosis 

fieprinted  with  permission  from  the  Kennedy  Institute  of  Ethics  Newsletter, 
VoJ  L,  No.  9,  April/May,  1987. 
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and  treatment  could  come  from  medical  science 
alone.  They  sometimes  acted  as  if  they  believed 
that  technical  competence  by  itself  could  tell 
what  treatment  was  “medically  indicated.” 
Pharmacology  books  still  sometimes  report 
“indications”  and  “treatments  of  choice”  as  if 
they  were  medical  science.  But  most  sophisti- 
cated practitioners  have  long  since  abandoned 
that  naivete.  Still  working  within  the  paradigm 
of  modern  medicine,  they  have  conceded  that 
values  are  required  to  determine  that  a treat- 
ment is  “preferred”  or  a drug  is  “indicated.” 
Being  indicated  means  nothing  more  than 
that,  under  certain  circumstances,  it  produces 
effects  that  have  been  traditionally  preferred 
to  the  alternatives. 

The  paradigm  of  modern  medicine  relied  in 
part  on  the  fact/value  distinction.  Pharma- 
cology could  tell  us  “scientifically”  what  the 
probable  effects  of  an  intervention  were.  Some 
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values  were  needed  to  determine  whether  those 
effects  were,  on  balance,  good  or  bad.  A number 
of  scholars  argued  that  values  were  necessary, 
but  that  medicine  itself  was  the  source  of  these 
values.  They  included  the  importance  of  life, 
promoting  longevity,  decreasing  morbidity 
and  relieving  suffering.  These  values  provided 
the  basis  on  which  physicians  could  choose  the 
“right  treatment”  for  a patient. 

Beginning  in  the  late  1960s,  however,  ques- 
tions began  to  emerge  about  whether  it  was 
always  appropriate  to  rest  medical  decisions 
on  these  so-called  medical  values  alone.  We 
began  to  realize  that  in  some  cases  it  did  not 
make  sense  to  pursue  medical  well-being  de- 
fined narrowly  in  terms  of  the  values  internal 
to  medicine.  When  a patient  had  developed 
metastatic  cancer,  life  could  be  preserved  for  a 
few  more  days,  but  at  a tremendous  cost  in 
pain  and  suffering.  A pregnant  woman  wanted 
to  avoid  giving  birth  for  social  or  economic 
reasons.  A critical  cardiac  patient  had  a trans- 
plant offered  to  him  as  his  only  chance  for 
survival. 

These  are  cases  that  could  be  called  ethically 
exotic.  Health  professionals  and  lay  persons 
alike  were  forced  to  pause  and  reassess  how 
these  choices  should  be  made.  In  some  cases 
the  values  internal  to  medicine  were  not  helpful 
because  one  medical  goal-preserving  life-con- 
flicted with  another-relieving  suffering.  The 
value  systems  transmitted  by  the  medical 
profession  over  the  centuries  did  not  tell  clearly 
how  these  medical  values  should  be  traded  off 
against  one  another.  Moreover,  even  if  they 
had,  it  became  increasingly  clear  that  there 
was  no  reason  why  a patient  should  make 
these  choices  on  the  basis  of  the  values  of  a 
professional  group  rather  than  drawing  on 
personally  held  religious  or  philosophical 
values  coming  from  outside  medicine. 

Even  this  occasional  diversion  outside  of 
medicine  for  values  has  not  fundamentally 
undercut  the  modern  medicine  paradigm,  how- 
ever. Most  clinicians  and  most  patients  still 
function  as  if  most  of  the  time  there  are 
“technically  correct”  solutions  to  their  prob- 
lems. Most  health-care  institutions  are  struc- 
tured on  the  assumption  that  only  in  a special 
case  will  the  normal  operating  procedures  of 
modern  medicine  have  to  be  suspended  in 


order  for  the  clinician  to  learn  the  patient’s 
values  and  take  them  into  account.  For  the 
most  part,  both  professional  and  lay  persons 
continue  to  assume  that  good  science  combined 
with  wisdom,  sensitivity,  and  the  values 
inherent  in  medicine  can  produce  the  right 
clinical  decisions. 

The  working  model,  however,  may  be  facing 
an  insurmountable  challenge.  The  reasoning 
processes  developed  by  the  contributors  to  the 
bioethics  debate  and  their  colleagues  in  philo- 
sophy of  science  may  have  set  in  motion  a logic 
that  will  in  the  future  leave  the  modern  medical 
paradigm  as  defenseless  as  19th-century  folk 
medicine  or  tribal  magic.  The  first  point  of 
vulnerability  is  the  scientific  premise.  Contem- 
porary philosophy  of  science  makes  it  increas- 
ingly clear  that  values  necessarily  influence 
all  scientific  statements. 

That  biases  taint  science  is  not  new.  What  is 
new  is  the  recognition  that,  in  principle,  it  is 
impossible  to  report  a scientific  fact  without 
making  value  judgments.  Of  the  infinite  num- 
ber of  things  one  might  say  about  a situation, 
one  reports  only  the  important  ones.  Choices 
must  be  made  about  the  significant  level, 
about  which  side  effects  are  significant,  and 
which  benefits  are  interesting.  The  strategy  of 
just  giving  the  patient  the  facts  (at  least  in  the 
ethically  exotic  case)  and  letting  the  patient 
choose  will  always  fall  victim  to  these  value 
judgments  in  the  reporting  of  the  facts. 

Even  more  important,  the  facts  must  always 
be  evaluated  for  a clinical  decision  to  be  made. 
While  it  is  more  obvious  that  patients  may 
reasonably  draw  on  nonmedical  values  in 
making  choices  in  the  ethically  exotic  cases, 
the  same  logic  ought  to  lead  to  the  same 
conclusion  in  even  the  most  routine  medical 
interactions-in  deciding  whether  to  do  a blood 
test,  take  an  x-ray,  or  go  home  from  the  hospital 
on  one  day  or  another. 

All  processes  of  evaluation  ideally  are  based 
on  the  full  range  of  values  of  the  decision- 
maker. All  persons  hold  many  values  other 
than  those  identified  as  medical.  A rational 
person  may  not  want  to  maximize  his  or  her 
medical  well-being  at  the  expense  of  something 
else  the  person  values.  This  has  radical  impli- 
cations for  the  paradigm  of  modern  medicine. 
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Value  choices  are  made  a hundred  times  a 
day  in  lay-professional  relationships.  For 
example,  a hernia  surgery  candidate  must 
decide  whether  the  surgery  really  needs  to  be 
done,  how  urgent  it  is,  which  hospital  or  clinic 
to  use,  which  surgical  procedure,  which  type  of 
anesthesia,  which  type  of  suturing,  what  tech- 
niques of  post-op  recovery,  what  analgesia 
medication  and  dosage,  how  long  to  be  hospital- 
ized, and  what  post-hospitalization  regimen  to 
follow.  Each  is  a value  judgment.  They  require 
scientific  knowledge,  but  scientific  knowledge 
alone  can  never  provide  the  answer. 

This  means  that  many  of  the  standard 
concepts  of  modern  medicine  are  called  into 
question.  There  is  no  longer  any  such  thing  as 
a “medically  indicated”  treatment  or  proce- 
dure. There  are  no  “treatments  of  choice.”  As  a 
result  the  basic  everyday  language  and  prac- 
tice of  medicine  will  have  to  change  accord- 
ingly. 

Robert  M.  Veatch,  Ph.D. 


PREVENTIVE  MEDICINE 


Delaware’s  Leading 
Safe  Deposit  Center 

We  safeguard  your  office 
records,  your  essential 
documents,  prized  personal  and 
family  possessions.  Confidential. 
Twenty-four  hour  accessibility, 

7 days  a week 

Call  us  at  302/652-22G2. 


SECURITYPLUS 

THE  VAULT,  LIMITED  ^ 

3834  Ken  nett  Pike 
Powder  Mill  Square 
Wilmington,  Delaware  19807 


Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
presents 

PREOPERATIVE  CONSULTATION: 

THE  SURGICAL  PATIENT  WITH  MEDICAL  PROBLEMS 

September  16-18, 1987 
The  Warwick  Hotel 
17th  and  Locust  Streets 
Philadelphia,  Pennsyivania 

DESCRIPTION:  This  course  is  designed  for  internists,  family  practitioners,  surgeons,  anesthesiologists,  nurse 
anesthetists,  and  other  primary  care  physicians  who  desire  practical  information  on  perioperative  assessment  and 
patient  care.  A detailed  course  syllabus  and  reference  materials  will  be  distributed. 

OBJECTIVES:  The  objective  of  this  course  is  to  provide  physicians  involved  in  medical  care  of  the  surgical  patient 
a review  of  disease  processes  which  affect  the  morbidity  and  mortality  of  patients  undergoing  surgery  and  a 
rational  approach  to  the  management  of  these  problems.  Through  the  use  of  State  of  the  Art  Reviews,  Therapeutic 
Updates,  Special  Problems,  and  Core  Consultative  Seminars,  a distinguished  faculty  will  discuss  the  multisystem 
approach  to  assessment  of  operative  risk  and  maximization  of  perioperative  care.  Case  oriented  workshops  will 
provide  an  informal  environment  for  faculty/participant  interaction  and  discussion. 

FEE  SCHEDULE:  $360.00  for  Physicians 

CME  CREDIT:  19  credit  hours  in  Category  I 

For  further  information  and  registration,  contact  the  Office  of  Continuing  Medical  Education,  Jefferson  Medical 
College,  1025  Walnut  Street,  Room  G3,  Philadelphia,  PA  19107  - (215)  928-6992. 
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For  complete  cardiac  diagnostics. . . 


YOUR  itSAiirs  m 

Tt«  KQHT  PLACE 


OMEGA  Cardiographic  Lab 


T'he  Omega 
Cardiographic  Lab 
provides  complete 
cardiac  diagnostic 
services.  The  latest 
techniques  in  testing, 
reporting  and 
monitoring  are  used. 
Our  methods  are 
reliable  and  reports  are 
made  promptly  and 
completely.  Patients 
can  feel  secure  in  the 
knowledge  that  they 
are  receiving  the  best 
in  cardiac  diagnostic 
service. 


A Complete  Diagnostic 
Laboratory  Performing 
Non-Invasive 

■ Doppler  Echocardiography 

■ Echocardiography 

Two  Dimensionai 
M-Mode 

■ Exercise  Stress  Testing 

■ 24  Hour  Hotter  Monitoring 

■ Electrocardiograms 


OMEGA 

CARDIOGRAPHIC 
LAB 


Omega  Cardiographic  Lab 
also  has  the  capability 
of  providing 

■ 30  Day  Transient 

ARRHYTHMIA 

DETECTION 

■ Trans-Telephonic 

PACEMAKER 

EVALUATION 


Studies  Interpreted  by:  Christopher  H.  Wendel,  M.D.  F.A.C.C., 
Ehsanur  Rahman.  M.D.  F.A.C.C.. 
Christopher  A.  Bowens,  M D. 


CnROOGRRPHIC  LRB.INC. 

Omega  Professional  Center  Building  G-36/ Newark,  DE 19713/ (302)  737-3700 


"UJe  moke  the  difference" 


snuv  n.  Hoov€R,  r.p.t. 

PHVSICflL  TH€RflPV  fiSSOCiniCS 


M€DICnR€  CertiHed 
Chrsylcr  & G.M.  Rpproved 


1.  SPIN€-R€inT€P  PROQL€MS 

CCRVICRL  • L/S  • T.MJ. 

UJORK  HRRDCNING 
BRCK  SCHOOL 
UUORK  CRPRCITV  €VRL 

2.  SPORTS  M€PICiN€ 

CVBCXII+CXTfiCMITV 
CVBCXBRCK  MRCHINC 
CVB€X€X€RCIS€  CQUIP. 

FITNCSS  CVRLS. 

3.  ARTHRITIS  R€inT€P  PIS€RS€S 
HIP,  KN€€  & FOOT 

4.  SUJIM  TH6RAPV 


"3  ’ MOD€RN  LOCRTIONS  TO  S€RV€  VOU 


900  Netuport  Gop  Pike 
UJilmington 
994-1800 


Keltuoy  PIgzq 
314  €.  Main  Street 
Neujork 
737-9465 


635  Churchmen's  Rood 
Christiono/Neuuork 
737-9469 


“Hue  Cross  Blue  Shield... 
my  employees  deserve 
the  best” 


“The  people  who  work  here  have 
helped  build  the  reputation  that  the  Rusty 
Rudder  enjoys.  I think  such  hard  work 
and  dedication  should  be  rewarded. 

“That’s  the  reason  Blue  Cross  Blue 
Shield  of  Delaware  is  our  # 1 employee 
benefit.  Their  tailor-made  policy  meets 
our  health  benefit  needs  and  fits  our 
price  range.  I like  knowing  the  BlueMax 
choices  give  my  employees  the  kind 
of  health  care  benefits  they  want. 

And,  without  all  the  red  tape,  my  job  is 
a whole  lot  easier. 

“Because  the  people  who  work  at  the 
Rusty  Rudder  are  so  important  to  our 
success,  I want  them  to  have  the  most 
trusted  name  in  health  care  coverage. 
That’s  Blue  Cross  Blue  Shield.” 

Rusty  Williams,  General  Manager 
The  Rusty  Rudder 


Make  the  health  care  choice 
that  makes  good  business  sense. 


Blue  Max- 
The  maximum  in 
health  care  choices  from 

Blue  Cross 
Blue  Shield 


of  Delaware 


CARRY  THE  CARING  CARD.®^ 


DELAWARE 
MEDICAL  JOURNAL 


VOLUME  59 
NUMBER? 
JULY  1987 
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PREAMBLE 


I There  is  a health  care  crisis  in  Delaware  and 
the  medical  malpractice  climate  is  a major 
cause.  Of  this  there  is  no  doubt,  and  it  is 
potentially  catastrophic  in  nature.  We  are,  at 
the  present  time,  looking  down  at  the  molten 
dome  of  a volcano  with  the  knowledge  that 
unless  things  change,  it  will  erupt.  The  only 
question  at  the  present  time  is  “when.”  The 
panel  will  not  engage  in  fingerpointing,  lawyer 
bashing,  or  a witch  hunt  against  insurance 
companies.  Indeed,  there  is  blame  in  quantities 
sufficient  for  each  of  the  participants.  We  will 
i try  to  approach  it  constructively  and,  we  hope, 

! with  more  light  then  heat. 

j Charges  and  counter-charges  fill  the  air: 

[ “The  crisis  is  deepening  and  doctors  will  soon 
[ be  unable  to  practice!”  “This  is  merely  a ploy 
I on  the  part  of  the  insurance  companies  to  get 
! higher  premiums  and  make  more  obscene 
profits!”  “Greedy  lawyers  filing  frivolous  law- 
suits are  destroying  the  practice  of  medicine!” 
“Patients  see  the  chance  to  get  rich  in  the 
I ‘medical  lottery’!”  “The  medical  profession 
j will  not  purge  its  ranks  of  bad  doctors.  We 

I .  must  do  so  by  malpractice  suits!” 
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Each  of  those  allegations  contains  a grain  of 
truth,  but  none  of  them  contains  the  whole 
truth.  They  are  merely  part  of  the  hysteria 
which  has  been  growing  since  1980,  and  which 
does  in  fact  threaten  the  existence  of  medical 
care  as  we  know  it  today.  The  panel  appointed 
by  Dr.  Peter  R.  Coggins  has  tried  to  examine 
the  entire  picture  dispassionately  and  has 
focused  on  the  situation  in  Delaware  rather 
than  nationally,  although  they  do  not  exist 
separately,  as  most  of  our  efforts  must,  of 
necessity,  be  focused  in  our  own  state.  We  will, 
in  fact,  make  recommendations  for  actions  on 
both  local  as  well  as  national  level. 

When  this  panel  was  appointed  it  was  asked 
to  address  three  questions. 

1.  What  are  the  dimensions  of  the  malprac- 
tice crisis  for  Delaware  physicians? 

2.  Are  the  statutes  affecting  medical  liabil- 
ity insurance  in  Delaware  as  good  as  they 
could  be? 

3.  Will  malpractice  insurance  continue  to  be 
available  and  affordable  for  Delaware  phy- 
sicians? 
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This  report  will  address  each  of  those 
questions  and  then  offer  concrete  proposals  for 
future  action  of  the  Medical  Society  of  Dela- 
ware. These  proposals  will  he  divided  into: 

1.  Reconstruction  of  the  image  of  the  phy- 
sician and  reconstitution  of  the  doctor/ 
patient  partnership. 

2.  The  improvement  of  the  liability  climate 
in  general  and  the  medical  liability  climate 
specifically. 

3.  A series  of  steps  which,  if  taken,  we 
believe  will  so  improve  the  “malpractice 
climate”  in  Delaware  that  we  will  be  able  to 
attract  and  keep  carriers  who  will  sell  insur- 
ance at  affordable  rates.  The  availability 
and  affordability  of  malpractice  insurance 
is  critical  to  our  ability  to  continue  to  attract 
the  highest  quality  physicians  to  Delaware. 

This  report  will  be  based  on  the  following 
caveats: 

1.  Medicine  as  an  art  and  science  is  imper- 
fect in  its  ability  to  guarantee  a favorable 
result  in  every  case.  Sir  William  Osier  said, 
“Medicine  is  the  science  of  uncertainty  and 
an  art  of  probability.” 

2.  Both  physicians  and  patients  are 
humans  striving  to  interact  to  attain  a 
desired  result.  Human  error  will  always  be  a 
factor  in  this  interaction. 

3.  There  is  a clear  difference  between 
“medical  maloccurrence”  and  “medical  neg- 
ligence.” 

Because  of  these  imperfections,  we  buy  liabil- 
ity insurance  for  the  following  three  reasons: 
to  protect  our  assets  in  the  event  of  lawsuit;  to 
provide  for  legal  defense  in  the  event  of  suit; 
and  to  fairly  compensate  those  patients  who 
have  been  injured  as  a result  of  “human  error” 
which  results  in  an  incident  of  substandard 
care. 

The  detailed  scrutiny  to  which  we  have 
subjected  the  matter  shows  that  the  contention 
of  the  trial  lawyers  association  that  there  is  no 
crisis  is  just  plain  wrong.  The  crisis  is  one  of 
health  care  and  not  of  malpractice.  There  is  a 
crisis  of  COVERAGE,  manifested  by  the  awful 
reality  that  there  is  only  one  company  actively 
selling  medical  liability  insurance  in  the  state 
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of  Delaware.  Suits  in  other  states  have  caused 
that  company  to  discontinue  selling  policies  to 
individual  physicians  in  13  of  the  15  states  in 
which  it  is  doing  business.  Similar  events 
could  cause  it  to  discontinue  writing  insurance 
in  Delaware  this  year,  next  year,  or  in  any  of 
the  succeeding  years.  Should  that  occur,  more 
than  half  the  physicians  practicing  in  Dela- 
ware would  be  stripped  of  their  malpractice 
insurance.  Unless  an  immediate  substitute 
were  available,  physicians  would  be  risking 
their  life  savings  and  the  future  security  of 
their  families  to  see  without  coverage  even  one 
patient.  There  is  a crisis  of  CONFIDENCE 
brought  on  by  media  headlines  which  describe 
in  detail  the  state  to  which  a hapless  patient 
has  been  reduced  following  an  encounter  with 
his  or  her  physician.  The  lurid  descriptions 
suggest  that  just  to  walk  into  a doctor's  office 
is  fraught  with  great  peril,  and  the  risk  of 
permanent  disability  or  even  death.  There  is  a 
crisis  of  PARTNERSHIP  in  which  the  old, 
comfortable,  trusting  relationship  between 
doctor  and  patient  has  been  shattered.  More 
and  more  we  hear  doctors  describe  how  they 
see  each  patient  as  a potential  litigant  and 
therefore  “the  enemy.”  Patients  who  appear 
on  TV  and  radio  shows  worry  about  the 
competence  of  the  physician  whom  they  have 
trusted  for  years. 

How  is  it  possible  that  these  crises  have 
arisen  side  by  side  with  improvements  in  the 
physician  education,  training,  skill,  and  bur- 
geoning technology?  The  axiom  that  the 
malpractice  crisis  is  caused  by  bad  doctors 
doing  bad  things  is  exploded  by  anyone  who 
examines  the  question  with  an  open  and 
honest  mind.  In  fact,  to  a great  degree,  it  is  our 
most  competent,  most  highly  trained  physi- 
cians who  are  bearing  the  brunt  of  this  crisis. 
Something  has  been  lost  over  the  past  20 
years,  and  it  must  be  regained  before  we  are 

able  to  put  this  crisis  to  rest.  It  is  essential 
that  we  rebuilt  the  physician’s  standing  with 
his*  patient,  re-establish  the  trust  which  has 
always  existed,  and  destroy  the  negative 
images  which  have  so  harmed  our  profession. 
Recommendations  will  be  made  which  will 
enable  us  to  make  a beginning. 

H:  * * * 

*For  simplicity,  the  words  "he,  him,  and  his"  are  used  generally  to  denote  men 
or  women  in  this  paper.  If  this  offends,  we  apologize. 
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I.  WHAT  ARE  THE  DIMENSIONS  OF  THE 
MALPRACTICE  CRISIS  IN  DELAWARE? 

The  practice  of  medicine  in  Delaware  has 
achieved  a level  which,  we  believe,  should  be 
the  envy  of  the  rest  of  the  country.  As  a result 
the  medical  liability  situation  has  not 
worsened  to  the  degree  which  we  see  in  other 
states.  Unfortunately,  we  are  not  immune  to 
what  has  been  happening  elsewhere,  and  our 
[ own  situation  has  been  worsening  year  by 
year.  As  previously  mentioned,  the  presence  of 
\ only  one  carrier  selling  policies  in  Delaware 
E forces  us  to  work  with  the  sword  of  Damocles 
hanging  over  our  heads.  We  worry  that  two  or 

(three  bad  results,  whether  malpractice  or  not, 
might  end  our  ability  to  practice  medicine. 

I 

The  staff  and  officers  of  the  Medical  Society 
of  Delaware  in  years  past  must  be  commended 
for  their  foresight  and  wisdom.  They  were 
responsible  for  our  excellent  malpractice  stat- 
utes and  for  developing  the  relationship  with 
PHICO.  This  close  working  relationship  has 
resulted  in  unprecedented  protection  for  the 
individual  physician  threatened  with  the  dis- 
continuation of  insurance,  greatly  improved 
risk  management  programs,  and  established  a 
partnership  relationship  in  the  working 
through  of  needed  premium  increases.  PHICO 
has  stated  very  clearly  that  because  of  this 
special  relationship  it  continues  to  see  Dela- 
ware as  an  excellent  market  in  which  to 
continue.  We  must  not  let  this  success  blind  us 
to  the  fact  that  a sudden  spurt  in  the  number  of 
malpractice  cases  filed  or  a continuation  of  the 
rapidly  escalating  awards  could  change  this 
picture  overnight. 

In  order  to  determine  the  exact  dimensions 
of  the  problem  here  in  Delaware,  the  panel  sent 
a questionnaire  to  all  members  of  the  Society. 
We  received  490  completed  questionnaires,  for 
an  overall  response  rate  of  48%,  an  astonish- 
ingly high  percentage  for  any  questionnaire. 
The  responses  by  county  were  New  Castle  - 
47%;  Kent  - 40%;  Sussex  - 56%.  Virtually  every 
specialty  was  represented  among  the  re- 
sponses collected  (Table  1). 

As  in  every  survey,  individual  groups  show 
aberrations  from  the  norm  but  in  general  the 
responders  are  a fair  representation  of  our 
Society. 
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Figure  1 shows  the  malpractice  coverage  by 
carrier  of  those  responding.  While  we  have  no 
hard  numbers,  it  would  appear  that  the  spread 
in  Figure  1 is  a fair  representation  of  the 
coverage  in  Delaware.  It  is  somewhat  frighten- 
ing that  15  respondents  did  not  mention  a 
carrier,  and  three  listed  instead  the  insurance 
agent  who  sold  them  the  policy  rather  than  the 
carrier  who  generates  the  policy. 

In  response  to  the  question,  “Have  you  had  a 
suit  filed  against  you  in  the  past  five  years?” 
144  respondents  answered  yes  and  342  an- 
swered no.  Figure  2 shows  the  number  of  suits 
reported  by  county. 

The  number  of  suits  reported  for  the  state 
and  by  each  county  is  shown  according  to 
specialty  in  Table  2.  Figure  3 shows  these 
results  graphically.  Specialties  with  six  or 
fewer  suits  are  not  shown. 

Figure  4,  which  tabulates  the  lawsuits  by 
year,  1982  through  1986,  shows  that  there  has 
been  a steady  increase  in  the  number  of  suits 
filed  yearly,  though  not  of  the  magnitude 
experienced  in  other  states.  Included  in  this 
graph,  for  comparison,  are  the  suits  reported  to 
PHICO  during  the  same  years.  The  initial  low 
figures  related  to  PHICO’s  entry  into  the 
market.  The  1986  figure  shows  a frightening 
increase  in  frequency,  which  may  be  the  start 
of  the  disastrous  sequence  of  events  we  fear. 

The  responses  were  broken  down  into  five 
categories  to  analyze  age  of  the  physicians 
involved.  Figure  5 shows  the  responses  to  our 
questionnaire  by  years  in  practice  and  also  the 
number  of  lawsuits  filed  against  each  of  the 
five  corresponding  groups.  We  see  clearly  that 
the  majority  of  suits  are  not  filed  against  the 
young  and  inexperienced  nor  the  old  and 
doddering,  but  against  physicians  in  their 
most  productive  years,  at  the  height  of  their 
diagnostic  and  therapeutic  faculties. 

Is  a small  group  of  doctors  responsible  for 
the  crisis?  This  does  not  seem  to  be  the  case  in 
Delaware,  but  this  will  require  further  study 
(Figure  6).  We  see  that,  using  one  or  two 
lawsuits  in  the  last  five  years  as  our  cut-off,  127 
physicians  report  155  suits  or  1.22  suits  per  phy- 
sician in  five  years.  The  remaining  15  physi- 
cians report  61  suits  or  four  suits  per  physician 
in  five  years. 
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Responses  by  Specialty 


Entire  State  NCC  Kent  Sussex 


Allergy 

8 

7 

1 

Anesthesiology 

17 

11 

3 

3 

Cardiology 

8 

7 

1 

Dermatology 

8 

7 

1 

Emergency  Medicine 

9 

3 

5 

1 

Family  Practice 

90 

69 

3 

18 

Gastroenterology 

4 

4 

General  Surgery 

30 

21 

2 

7 

Hematology 

2 

2 

Insurance  Medicine 

1 

1 

Internal  Medicine 

66 

49 

7 

10 

Neonatology 

1 

1 

Nephrology 

2 

2 

Neurology 

11 

10 

1 

Neurosurgery 

5 

5 

Nuclear  Medicine 

2 

2 

Obstetrics-Gynecology 

40 

32 

4 

4 

Occupational  Medicine 

10 

10 

Oncology 

4 

3 

1 

Ophthalmology 

19 

18 

1 

Orthopedic  Surgery 

19 

14 

1 

4 

Otolaryngology 

7 

5 

2 

Pathology 

11 

7 

1 

3 

Pediatrics 

34 

26 

4 

4 

Pediatric  Surgery 

1 

1 

Physical  Medical  & Rehabilitation 

3 

3 

Plastic  Surgery 

6 

6 

Psychiatry 

25 

21 

2 

2 

Public  Health 

2 

1 

1 

Radiation  Therapy 

2 

2 

Radiology 

23 

17 

1 

5 

Rheumatology 

3 

3 

Student  Health 

2 

2 

Thoracic/Vascular  Surgery 

7 

5 

1 

1 

Urology 

7 

4 

1 

2 

TABLE  1 
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Malpractice  Coverage  by  Carrier 


FIGURE  1 


Suits  by  County 


FIGURE  2 
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Suits  Reported  by 
Specialty  and  County 


Entire  State 

NCC 

Kent 

Sussex 

Allergy 

1 

1 

Anesthesiology 

7 

4 

2 

1 

Cardiology 

2 

2 

Dermatology 

2 

2 

Emergency  Medicine 

1 

1 

Family  Practice 

22 

15 

1 

6 

General  Surgery 

16 

13 

3 

Hematology 

1 

1 

Internal  Medicine 

22 

20 

2 

Nephrology 

4 

4 

Neurosurgery 

12 

12 

Neurology 

1 

1 

Nuclear  Medicine 

2 

2 

Obstetrics-Gynecology 

42 

34 

4 

4 

Occupational  Medicine 

1 

1 

Oncology/Hematology 

1 

1 

Ophthalmology 

7 

7 

Orthopedic  Surgery 

16 

9 

7 

Otolaryngology 

5 

3 

2 

Pediatrics 

12 

10 

2 

Pediatric  Surgery 

1 

1 

Plastic  Surgery 

1 

1 

Psychiatry 

7 

5 

1 

1 

Radiation  Therapy 

2 

2 

Radiology 

19 

17 

2 

Thoracic/Vascular  Surgery 

7 

6 

1 

Urology 

3 

3 

217 

176 

13 

28 

TABLE  2 
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Suits  by  Specialty 


7 ANES  - OPHTH  - PSYCH  - THORACICA/ASC 


li  12 
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FIGURE  3 

Comparison  of  Suits  Filed  1982-1986 


84 


SUITS  PER  YEAR  (SURVEY) 
SUITS  PER  YEAR  (PHICO) 


figure  4 
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Response  by  Physician  Age 
and  Years  in  Practice 


RESPONDENTS  BY  YEARS  IN  PRACTICE 
SUITS  BY  YEARS  IN  PRACTICE 


FIGURE  5 

Multiple  Suits  Against  Physicians 
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Figure  7 is  a snapshot  of  the  whole  litigation 
picture  with  reference  to  these  reported  suits. 
Cases  settled  with  payment  are  almost  equal 
in  number  to  those  dismissed  without  pay- 
ment. As  might  be  expected,  the  largest  group 
is  “pending.”  It  is  interesting  to  note  that  of  the 
reported  suits  which  have  gone  to  trial,  nine 
were  decided  in  favor  of  the  physicians  and 
only  one  in  favor  of  the  plaintiff. 

A search  of  the  court  records  in  the  Superior 
Court  and  the  State  Jury  Trial  Court  for  the 
years  involved  has  shown  that  for  the  entire 
medical  community  there  were  judgments 
involving  17  physicians  (in  15  lawsuits).  Of 
these  judgments,  twelve  were  for  the  phy- 
sicians and  five  for  the  plaintiff.  This  70%  of 
cases  decided  for  the  physicians  in  Delaware 
corresponds  almost  exactly  to  the  national 
average.  These  figures  do  not  include  any 
cases  tried  in  the  Federal  District  Court. 

An  additional  question  inquired  as  to  the 
number  of  settlements  made  for  incidents  in 
which  a suit  was  not  filed.  Eleven  such 
settlements  were  reported. 

To  assess  the  effect  of  the  much  discussed 
“defensive  medicine”  in  Delaware,  the  panel 


asked  Medical  Society  of  Delaware  members 
to  eestimate  the  percentage  of  lab  studies,  x- 
rays,  and  consultations  carried  out  in  con- 
sideration of  the  potential  of  lawsuit.  The 
results  were  remarkably  similar  in  all  three 
counties.  It  was  reported  that  25%  of  all  lab 
studies,  29%  of  all  x-rays,  and  28%  of  all 
consultations  are  done  for  “defensive”  pur- 
poses. While  these  are  only  estimates,  they  are 
the  estimates  of  the  very  people  who  order  the 
tests  and  consultations,  and  must  represent  an 
excellent  self-assessment.  Translate  these 
percentages  into  dollars  spent  in  the  medical 
care  system  and  the  results  are  staggering.  If  a 
stable  malpractice  situation  was  achieved, 
and  at  least  two-thirds  of  the  money  spent  in 
this  manner  channeled  only  into  care  which 
benefited  the  patient,  the  “explosion”  of  health 
care  costs  might  be  brought  under  control. 

SUMMARY 

In  evaluating  the  answers  to  our  question- 
naire, the  panel  feels  that  it  is  obvious  that  the 
malpractice  crisis  is  alive  and  well  in  Delaware 
though  not  nearly  of  the  dimensions  being 
experienced  in  other  states.  By  far  the  most 
devastating  part  of  this  crisis  came  to  the 


Status  of  All  Suits 
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panel  during  open  hearings  for  physicians 
held  in  each  of  the  three  counties.  The  phy- 
sicians of  this  state  are  angry.  They  are  angry 
because  of  the  health  care  crisis,  but  they  are 
not  sure  where  to  direct  their  anger.  Therefore, 
it  is  somewhat  “scatter-gun”  in  character, 
aimed  at  plaintiffs  attorneys,  insurance  com- 
panies, hospitals,  and  patients. 

The  Medical  Society  of  Delaware  must  direct 
its  efforts  most  vigorously  towards  ending 
those  causes  of  anger  which  involve  our 
patients.  The  patient/doctor  relationship  must 
be  restored  to  its  former  high  level  of  trust  and 
cooperation.  We  must  purge  from  it  the  adver- 
sary relationship  which  has  developed. 

Even  more  frightening,  in  the  long  run,  was 
to  hear  comments  of  which  the  following  are 
typical.  “The  only  good  thing  about  being  55, 
is  that  I can  get  out  of  practice  in  a few  years.” 
“I  am  just  starting  my  practice  and  if  things 
get  any  worse  I will  quit  medicine  and  find 
another  way  to  make  a living.  I will  make  the 
decision  before  I get  too  deeply  involved  and 
get  to  the  point  where  I cannot  quit.”  And  for 
the  physicians  in  the  middle  age  groups, 
“Every  patient  I see  I think  of  as  a potential 
opponent  in  court.  I hate  to  think  of  them  that 
way  but  can’t  help  myself.”  These  comments 
show  that  the  practice  of  medicine  which  was, 
until  recently,  a source  of  great  joy  to  the  vast 
majority  of  its  practitioners  has  been  reduced 
to  a way  to  make  a living  and  not  a particu- 
larly pleasant  one  at  that.  Medicine  is  a 
jealous  mistress.  If  we  allow  the  everyday  joy 
and  occasional  ecstasies  to  go  out  of  the 
relationship,  we  physicians  will  be  the  worse 
for  it.  But  we  will  lose  not  nearly  as  much  as 
will  our  patients.  We  must,  each  day,  remind 
ourselves  that  the  smallest  portion  of  the 
blame  for  the  malpractice  crisis  rests  with  our 
patients.  They  come  to  us  fearful,  appre- 
hensive, and  at  times  terrified.  We  must  take 
vigorous  action  so  that  our  patients  do  not 
immediately  run  to  an  attorney  when  we  are 
unable  to  achieve  the  results  they  believe 
possible.  We  must  educate  patients  and  the 
public  in  general  that  there  will  be  imperfect 
results  that  result  from  the  very  nature  of 
medical  care. 

* * * * 


II.  ARE  THE  STATUTES  AFFECTING  MEDICAL 
LIABILITY  INSURANCE  IN  DELAWARE  AS 
GOOD  AS  THEY  CAN  BE? 

This  question  occupied  more  of  the  panel’s 
time  than  either  of  the  two  other  questions. 
Many  opinions  were  expressed  and  frequently 
they  were  diametrically  opposed.  We  will 
attempt  to  address  this  issue,  not  only  from  a 
broad  viewpoint,  but  also  narrowed  down  to 
the  specifics  for  Delaware. 

Tort  laws  cover  all  cases  of  liability.  They 
cover  a myriad  of  situations,  from  the  responsi- 
bilities of  municipalities,  and  the  responsi- 
bilities of  businesses  to  the  responsibilities  of 
professions.  A single  organization  can  face 
multiple  liability  responsibilities.  These  may 
include  general  safety  responsibilities,  product 
responsibilities,  service  responsibilities,  failure- 
to-take-action  responsibilities,  and  responsi- 
bilities for  actions  taken.  It  is  therefore 
imperative  that  when  we  speak  of  tort  reform, 
we  understand  with  precision  that  about  which 
we  speak.  It  is  important  that  we  not  confuse 
the  broad  issues  of  tort  reform  with  the  very 
narrow  issues  of  medical  liability  reform. 

There  is  a great  deal  of  discussion  nationally, 
regionally,  and  locally  about  the  overall  topic 
of  tort  reform.  Alliances  of  unlikely  partners 
such  as  municipalities,  businesses,  sports 
arenas,  and  professionals  have  sprung  up  all 
over  the  United  States.  Why  is  this  so?  It  is 
because  of  widespread  and  increasing  ap- 
prehension for  the  future. 

In  general,  the  most  striking  impression  of 
the  tort  system  is  that  it  is  unfair.  Let  us  then 
examine  the  fairness  of  the  liability  climate. 

The  system  is  manifestly  unfair  to  the 
victim,  who  receives  only  31  cents  of  the 
malpractice  dollar  (Figure  8).  What  seems 
most  unfair  to  defendant  physicians  is  that 
anyone  can  sue  them  for  anything  at  virtually 
no  cost.  The  plaintiff  is  generally  in  a “can't 
lose”  situation.  Should  he  be  successful  in  his 
suit,  he  is  rewarded.  Should  he  be  unsuccessful, 
he  is  not  required  to  compensate  the  victorious 
defendant  for  the  court  costs  forced  on  him  by 
the  suit,  which  can  be  tremendous.  Regardless 
of  whether  the  suit  is  “frivolous,”  or  one  in 
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which  there  is  truly  some  possibility  of  lia- 
bility, the  defendant  physician  through  his 
malpractice  carrier  bears  a heavy  burden.  It  is 
presently  estimated  that  a suit  which  is  settled 
in  favor  of  the  defendant  without  going  to  trial 
; costs  an  average  of  between  $7,500  and  $10,000. 
f One  such  event  uses  up  the  entire  yearly 
; premium  paid  by  all  but  the  higher  surgical 
j specialty  physicians.  A successful  court  case 
; may  cost  the  defense  many  times  that  amount. 

Physicians  ask,  “Why  should  the  plaintiff 
lose  and  be  able  to  walk  away,  feeling  that  it 
was  a nice  try,  but  it  was  too  bad  we  lost?” 
How  is  this  possible,  you  ask?  Because  of  the 
> contingency  fee  system  used  in  the  United 
States  by  plaintiffs  attorneys.  Under  this 
I system,  the  plaintiff  s attorney  receives  no  pay 
until  and  unless  the  case  is  successfully 
terminated.  The  attorney  is  then  compensated 
out  of  the  award.  His  percentage  may  range 
from  25-50%  of  the  award.  (This  percentage  is 

treasonably  regulated  in  the  Delaware  statute.) 
It  is  interesting  to  note  that  the  legal  profession 
considers  the  contingency  fee  to  be  improper  in 
all  instances  except  in  liability  litigation.  It  is 
supposedly  tolerated  to  enable  the  poor  litigant 
■ to  have  his  day  in  court.  This  is  true  only  if  the 

Del  Med  Jrl,  July  1987— Vol.  59,  No.  7 


poor  litigant  has  a claim  which  appears  to  be  a 
sure  winner  and  in  which  the  award  will 
exceed  an  amount,  presently  thought  to  be 
about  $50,000,  which  will  make  it  worth  the 
attorney's  while.  Poor  litigants  with  claims  of 
lesser  merit  are  usually  unable  to  interest  the 
top  level  firms.  A few  attorneys  of  lesser  repute 
will  take  such  cases,  hoping  for  a “quick 
settlement”  because  the  case  is  of  nuisance 
value,  or  because  the  defendant  just  cannot 
afford  the  time  and  expense  to  fight  the  case. 
There  is,  of  course,  always  the  possibility  that 
one  of  these  cases  may  turn  out  to  be  a big 
winner,  resulting  in  the  description  by  defen- 
dants of  the  situation  as  a “plaintiff  s lottery.” 

The  system  is  also  seen  as  unfair  because  of 
the  jury  system.  Cases  of  product  liability  and 
medical  liability  usually  involve  extremely 
complex  technological  matters  which  are 
beyond  the  general  understanding  of  the  aver- 
age citizen.  For  this  reason  there  is  great 
sentiment  for  these  types  of  cases  to  be  heard 
by  specially  trained  panels  or  panels  of  judges. 
We  have  also  heard  it  said  that  malpractice 
juries  are  generally  composed  of  people  whose 
largest  single  experience  with  large  sums  of 
money  has  been  the  purchase  of  a house  or  a 
car,  and  who  are  asked  to  decide  cases  in- 
volving hundreds  of  thousands  if  not  millions 
of  dollars.  It  is  felt  by  some  that  juries  are 
unable  to  relate  to  such  sums,  and  therefore 
tend  to  make  very  large  awards  based  on 
sympathy  without  understanding  the  broader 
implications. 

Juries  also,  on  occasion,  abandon  the  basic 
principle  that  the  defendant  must  be  at  fault 
for  a judgment  to  be  found  against  him.  Needy 
or  pathetic  plaintiffs  can  stir  a jury  to  use  their 
power  to  right  what  they  consider  to  be  an 
injustice  of  society.  They  justify  it  by  con- 
cluding that  it  is  not  the  physician’s  money  but 
that  of  the  insurance  company  and  that  “some- 
thing must  be  done  to  help  these  poor  people.” 
It  is  felt  that  judges  would  be  unlikely  to  make 
such  improper  decisions. 

Can  the  system  be  refined  by  tort  reform? 
The  answer  to  that  question  is  not  clear.  What 
if  there  were  to  be  fundamental  reform  of  the 
tort  system  with  the  elimination  of  contin- 
gency fees,  a change  in  the  standard  of  proof, 
plaintiffs  financial  responsibility  for  victor- 
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ious  defendant's  costs,  and  special  juries  or 
panels  of  judges?  Then  the  answer  would  he 
clearly,  yes.  These  reforms  cannot  come  about 
by  changing  the  medical  liability  system,  but 
by  a fundamental  national  change  of  the 
entire  tort  system  by  the  United  States  Con- 
gress, or  in  each  state  by  its  legislature.  This 
will  have  to  be  done  by  a consortium  of 
business,  municipalities,  the  professions,  and 
all  others  who  are  suffering  from  the  present 
unfair  system.  Physicians  should  be  involved 
as  members  of  one  of  the  groups.  The  Ameri- 
can Medical  Association  is  at  present  working 
with  the  Society  of  Medical  Specialists  to 
devise  such  a recommended  reform.  When  this 
is  developed,  it  will  be  used  as  a demonstration 
project  in  one  or  two  states.  When  this  is 
available,  it  should  be  reviewed  carefully  and 
if  considered  appropriate,  Delaware  should  be 
one  ot  the  states  to  attempt  the  demonstration 
because  of  the  unique  character  of  our  legis- 
lature, ie,  an  almost  complete  absence  of 
attorneys. 

Let  us  now  focus  on  the  Delaware  statutes 
for  medical  liability.  These  have  been  ex- 
tensively reviewed  and  discussed  by  the  panel. 
We  have  heard  much  testimony  from  defense 
attorneys,  insurance  executives,  practicing 
physicians,  our  Society’s  legislative  specialist, 
and  our  insurance  commissioner  concerning 
them.  The  overwhelming  consensus  is  that 
Delaware’s  statutes  are  excellent  and  no  major 
attempt  should  be  made  to  change  them, 
although  there  are  one  or  two  smaller  areas 
where  fine  tuning  might  be  quite  beneficial. 

It  is  generally  recognized  that  only  Indiana 
has  a stronger  medical  liability  statute.  The 
only  truly  significant  piece  missing  from  the 
Delaware  statute  is  a cap  on  awards.  While 
this  seems  to  have  been  significant  in  keeping 
costs  under  control  in  Indiana,  a recent 
Government  Accounting  Office  (GAO)  study 
shows  that  frequency  of  suits  filed  is  increasing 
rapidly  in  Indiana.  State  officials  are  be- 
ginning to  become  concerned  for  the  financial 
viability  of  their  liability  fund  because  of  this 
increase.  Here  in  Delaware,  the  panel  heard 
much  opinion  suggesting  that  it  would  be 
unwise  to  put  a cap  on  awards  (generally,  in 
Delaware  it  is  thought  that  the  cap  should  be 
put  on  non-economic  awards).  It  was  felt  that 
to  do  so  would  make  the  cap  the  new  norm  and 
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that  awards  would  rise  to  that  level  very 
rapidly.  It  was  also  pointed  out  by  some  of  the 
defense  attorneys  that  there  have  not  been 
excessive  pain  and  suffering  awards  in  Dela- 
ware and  that  it  would  be  unwise  to  open 
Pandora’s  box  to  solve  what  has  been  a 
problem. 

One  area  in  which  all  were  agreed  that 
attention  was  needed  was  “punitive  damages.’ 
Punitive  damages  awards  are  designed  to 
punish  the  defendant  for  a gross  and  flagrant 
violation  of  standards.  Since  these  are  not 
insurable  in  Delaware,  the  defendant  is  fre- 
quently required  to  hire  an  attorney  in  addition 
to  the  one  provided  by  his  insurance  company 
to  assure  that  this  area  of  the  case  receives 
specific  attention.  It  has  been  recommended 
that  the  law  be  tightened  so  that  punitive 
damages  could  only  be  assessed  in  those  cases 
where  there  is  a flagrant  and  willful  action 
which  injures  the  plaintiff.  It  was  also  con- 
sidered improper  to  have  these  monies  paid  to 
the  plaintiff.  Instead  many  felt  they  should  be 
paid  to  the  state  or  to  a state-selected  charity.  It 
was  also  recommended  these  monies,  if 
awarded,  not  be  used  in  calculating  the  plain- 
tiffs attorney’s  fees. 

Other  areas  of  concern  such  as  “joint  and 
several  liability”  are  understood  already  to  be 
in  the  legislative  process  for  reform.  We  are 
given  to  understand  that  the  chance  for 
passage  is  considered  good.  If  so,  this  provision 
will  be  changed  in  the  statutes  as  to  tort  law  in 
Delaware  and  therefore  in  the  malpractice 
statute.  It  is  recommended  that  while  the 
Medical  Society  of  Delaware  should  support 
those  working  for  these  changes  it  should  not 
take  the  lead  in  this  particular  area. 

More  to  the  point,  the  defense  attorneys  were 
concerned  with  areas  which  were  within  the 
jurisdiction  of  the  judges.  Delaware  judges 
have  been  very  loathe  to  grant  “summary 
judgments.”  A summary  judgment  is  ordered 
by  a judge  who,  after  reviewing  pleadings  from 
both  the  plaintiff  and  the  defendant,  decides 
there  is  no  credible  evidence  that  the  plaintiff 
has  any  claim  against  the  defendant.  In  those 
cases  in  which  it  has  been  granted,  it  has 
usually  been  overturned  on  appeal.  There 
seems  to  be  a bias  on  the  part  of  the  judges  in 
favor  of  the  plaintiff  having“his  day  in  court.” 
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We  must  determine  what  can  be  done  to 
strengthen  the  summary  judgment  provision 
and  take  appropriate  action. 

Much  discussion  was  held  concerning  the“75 
mile  rule”  for  medical  experts.  This  is  part  of 
the  medical  malpractice  statute  but  is  not 
being  scrupulously  honored  by  j udges.  J udges 
apparently  do  not  like  “localized”  rules  and 
standards  and  therefore  have  been  finding 
ways  around  the  statute.  One  of  these  ways  is 
to  suggest  that  if  a defendant  is  board  certified, 
that  certification  establishes  a national 
standard  and  he  therefore  cannot  be  held  to  a 
local  rule.  Our  defense  attorneys  are  not 
particularly  concerned  by  this  situation,  how- 
ever. They  feel  that  an  out-of-town  “hired  gun” 
is  far  easier  to  deal  with  in  court  than  a local 
expert.  They  have  also  experienced  difficul- 
ties, and  this  is  very  serious,  in  finding  local 
physicians  willing  to  testify  as  defense  experts. 
This  is  most  especially  acute  in  the  primary 
care  specialties.  The  Medical  Society  must 
turn  serious  attention  to  this  matter.  The 
defense  attorneys  also  informed  the  panel  that 
when  they  are  able  to  obtain  the  services  of  a 
local  expert,  the  charges  are  frequently  so 
astronomical  as  to  make  the  cost  of  defense 
prohibitive.  The  panel  will  make  a firm  recom- 
mendation with  reference  to  this. 

Our  defense  attorneys  also  recommended 
that  legislative  changes  could  be  very  helpful 
in  preventing  frivolous  cases.  If  the  law 
required  that  an  affidavit  by  the  plaintiffs 
expert  witness  attests  to  the  probability  of 
malpractice,  many  cases  would  not  be  filed.  It 
was  also  recommended  that  expert  witnesses 
be  required  to  practice  in  the  field  of  medicine 
involved  in  the  case,  and  also,  that  if  the 
defendant  physician  were  board  certified,  it 
would  be  required  that  the  expert  for  the 
plaintiff  be  board  certified  in  the  same 
specialty. 

W e must  not  be  too  quick  to  condemn  lawyers 
for  cases  which  to  us  are  frivolous.  Many  times 
the  plaintiff  comes  to  the  lawyer  for  the  first 
time  shortly  before  the  statute  of  limitations 
expires.  Without  time  to  fully  investigate  the 
case,  the  lawyer  has  no  choice  but  to  file  the 
suit  and  then  investigate  its  merits.  We  might 
consider  a statute  which  mandated  that  if  this 
event  occurred  the  attorney  would  have  to 
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stipulate  that  he  did  not  have  time  to  obtain 
the  services  of  a medical  expert  as  we  are 
suggesting  be  required.  The  judge  could  then 
grant  this  attorney  an  additional  60  days  in 
which  to  find  a medical  expert  who  would 
testify  that  there  was  “probable  cause  to  be- 
lieve malpractice  has  occurred.”  The  medical 
expert  would  of  course  be  required  to  fit  the 
qualifications  listed  above.  Failure  to  find 
such  an  expert  within  the  60-day  period  would 
require  that  the  attorney  withdraw  the  case 
with  prejudice.  It  would  also  be  required  that 
none  of  the  usual  activity  by  the  defense  would 
need  to  be  carried  out  until  the  60-day  period 
had  expired,  thereby  preventing  the  defense 
from  incurring  any  expense. 

A proposal  was  made  by  a defense  attorney 
that  we  consider  seeking  legislation  to  estab- 
lish arbitration  as  a means  to  settle  cases 
which  in  the  judgment  of  the  attorneys  are  less 
than  a stated  dollar  figure.  At  present  the 
plaintiffs  attorney  must  certify  a case  is  worth 
more  than  $30,000  to  have  it  filed  for  Superior 
Court;  this  was  the  suggested  level  for  arbitra- 
tion. Other  defense  attorneys  have  suggested 
that  since  major  corporations  settle  cases 
worth  millions  of  dollars  using  only  a single 
arbitrator,  the  medical  malpractice  figure 
might  be  raised  to  $100,000  or  even  more.  This 
is  certainly  a proposal  which  the  Medical 
Liability  Committee  should  examine. 

In  discussing  Delaware’s  malpractice  stat- 
utes, it  must  be  clearly  understood  that  they 
are  in  fact  the  result  of  “tort  reform.”  The 
Delaware  laws  were  written  in  1975  in  response 
to  that  year’s  malpractice  crisis.  They  have 
been  very  successful  in  controlling  the  situa- 
tion in  Delaware.  Therefore,  any  attempt  to 
alter  them  should  be  done  with  enormous  care. 
PHICO,  the  insurer  of  the  majority  of  the 
physicians  of  the  state,  feels  very  strongly  that 
our  law  is  one  of  the  best  in  the  United  States 
and  that  it  is  this  law  that  has  made  it  possible 
for  them  to  continue  doing  business  in  this 
state.  In  their  opinion,  Delaware  has  up  to  now 
done  an  excellent  job  in  controlling  the  seventy 
of  suits  (the  amount  of  money  paid  out  as  a 
result  of  the  action).  We  must  be  realistic  and 
understand  that  over  the  past  two  years  there 
has  been  a rapid  increase  in  the  size  of  awards 
and  settlements  and  that  the  control  we  have 
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had  over  this  aspect  of  the  liability  crisis  may 
very  well  be  fading.  It  is  PHICO’s  contention 
that  it  is  in  the  area  of  frequency  that  we  must 
spend  most  of  our  time.  Even  the  truly  excel- 
lent laws  in  indiana  have  been  unable  to 
control  the  increase  in  the  frequency  of  cases 
filed,  and  it  is  in  both  of  our  states  that  this 
aspect  of  the  problem  threatens  disaster. 

As  the  laws  are  presently  enacted,  there  is 
litiit  if  any  possibility  that  the  frequency  with 
which  suits  are  filed  will  be  changed  in  the 
foreseeable  future.  What,  then,  can  we  do? 

Educational  programs  must  be  carried  out 
for  the  benefit,  not  only  of  Delaware’s  physi- 
cians, but  also  to  the  general  public  and 
members  of  the  legal  profession.  First,  phy- 
sicians must  understand  that  a malpractice 
suit  is  not  a search  for  justice  or  truth.  It  is,  as 
one  panel  member  described  it,  a war  in  which 
the  only  object  is  victory.  That  being  so, 
physicians  must  learn  that  the  proceedings 
must  not  be  taken  personally,  and  that,  as  in 
war,  good  intelligence  and  strategic  planning 
are  the  essential  ingredients  for  victory.  It  is 
therefore  critical  for  the  physician  and  his 
defense  attorney  to  work  closely  together  in 
preparing  the  defense.  During  the  preparation 
phase  the  physician  contributes  to  the  process 
by  providing  for  expert  testimony,  referring 
the  attorney  to  printed  material  for  back- 
ground and  understanding  of  the  particular 
case  involved  and  for  discussion  and  interpreta- 
tion of  the  clinical  records.  But  it  is  critical 
that  when  it  is  time  to  discuss  settlement  or  to 
go  to  court,  the  defense  attorney  must  be  the 
field  commander.  He  is  the  expert  on  courtroom 
strategy  and  tactics.  Cases  have  been  lost 
because  the  physician  forced  the  defense  into 
unwise  tactics  or  insisted  that  the  case  be 
defended  in  such  a way  as  to  produce  an 
adverse  judgment. 

Some  concern  was  expressed  over  the  quality 
of  the  defense  which  some  physicians  have 
perceived.  It  might  be  well  if  our  defense 
attorneys  were  made  more  aware  of  this. 

The  general  public  and  members  of  the  legal 
profession  must  be  made  to  understand  that 
there  is  a clear  difference  between  a medical 
maloccurrence  and  medical  malpractice.  Medi- 
cal maloccurrence  is  defined  as  an  incident 
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which  produces  injury  to  a patient  which  is  not 
a result  of  physician  negligence  but  is,  in  fact, 
intrinsic  to  the  disease  process  or  an  inherent 
risk  in  the  treatment  provided.  Many  examples 
might  be  cited  but  let  it  suffice  here  to  use  that 
of  an  allergic  reaction  following  the  admini- 
stration of  a particular  medication  which,  in 
spite  of  all  caution  and  preliminary  testing, 
produces  a serious  side  effect  or  even  death. 
The  majority  of  such  suits  can  be  prevented  by 
the  use  of  proper  “informed  consent”  docu- 
ments, but  even  these  cannot  be  expected  to 
cover  every  possible  contingency.  The  giving 
and  receiving  of  medical  treatment  is  fraught 
with  inherent  risks.  This  must  be  understood 
by  our  patients. 

Physicians  must  learn  that  the  word  “medi- 
cal malpractice”  has  a meaning  for  phy- 
sicians which  is  at  variance  with  that  given 
to  it  by  patients  and  attorneys.  To  a physi- 
cian, it  defines,  very  narrowly,  those  in- 
stances in  which,  through  gross  negligence,  a 
patient  sustains  injury.  The  public  and  plain- 
tiffs attorneys  define  it  more  broadly  to 
include  the  following  three  components. 
First,  any  action  or  omission  by  a physician 
which  results  in  injury  is  malpractice  until 
proven  otherwise.  Second,  any  incident 
which  occurs  during  the  course  of  treatment, 
though  it  has  no  direct  bearing  on  the  treat- 
ment itself,  may  be  interpreted  to  indicate 
malpractice.  Included  in  this  area  are  those 
actions  which  tend  to  make  a physician 
appear  uncaring  to  the  patient,  the  family,  or 
others.  Also  included  are  unguarded  or 
deliberately  critical  statements  by  other  physi- 
cians toward  the  treating  physician.  This  is 
an  all  too  frequent  cause  of  litigation.  Third, 
is  a clinical  record  which  makes  the  case 
indefensible  regardless  of  the  actual  facts. 
This  includes,  most  specifically,  those  excul- 
patory “clarifications”  added  to  the  record 
when  the  suit  appears  imminent  or  after  the 
suit  has  been  filed.  Any  or  all  of  these  three 
factors  singly  or  in  combination  are  thought 
of  as  malpractice  by  the  laity  or  their  plain- 
tiff s attorneys. 

Regardless  of  the  definition  used,  the  panel 
stresses  most  emphatically  that  the  quality 
of  medical  practice  in  Delaware  is  very  high 
and  the  incidence  of  malpractice  as  a percen- 
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tage  of  the  physicians’  daily  practice  is  infini- 
tesimal. Each  day  of  practice  every  physician 
makes  judgments,  decisions,  observations, 
and  writes  orders  for  treatments  and  medica- 
tions, literally  by  the  hundreds.  In  each 
instance  the  physician  has  an  opportunity  to 
make  an  error.  That  there  are  so  few  errors 
made  is  an  outstanding  tribute  to  the  quality 
of  our  physicians.  That  our  physicians  are 
human,  and  errors  occur,  we  must  admit. 
Most  errors  are  caught  quickly  by  the  checks 
and  balances  of  our  system  and  no  patient 
injury  occurs.  In  those  cases  where  patient 
injury  occurs,  it  is  almost  always  of  a mild 
and  transient  nature.  As  an  example,  we 
suggest  the  patient  with  an  injured  ankle 
judged  by  the  physician  to  be  a sprain  which 
does  not  require  an  x-ray,  who  is  found  two  or 
three  days  later  to  have  a fracture.  There  may 
have  been  an  error  in  judgment,  but  it  clearly 
produced  little  or  no  injury.  Therefore,  it 
should  not  be  a matter  of  concern  to  the 
liability  system.  In  our  judgment,  such  occur- 
rences are  unusual  enough,  but  those  in  which 
injury,  in  fact,  occurs  to  the  patient  in  signifi- 
cant dimensions  are  very  rare.  Many  physi- 
cians do  not  experience  such  an  event  in  a 
lifetime  of  practice.  How  a reasonable  system 
can  expect  human  functioning  as  a physi- 
cian to  be  devoid  of  human  error  is  beyond 
us.  If  the  standard  is  infallibility,  none  of  us 
can  continue  in  the  practice  of  medicine.  But 
we  agree  with  our  insurance  associates  that 
when  such  an  untoward  event  occurs  and 
there  is  significant  injury  to  the  patient, 
prompt  and  fair  settlement  should  be  made 
as  soon  as  possible. 

Let  us,  however,  comment  on  those  in- 
stances in  which,  using  the  public’s  defini- 
tion of  malpractice,  an  injury  occurs  or 
appears  to  occur.  In  at  least  half  of  the  cases 
filed,  one  or  more  of  the  three  criteria  are 
present.  Dr.  Ali  Hameli  did  a very  detailed 
analysis  of  every  suit  filed  during  11  of  the 
years  that  Aetna  was  the  endorsed  carrier  for 
the  Medical  Society  of  Delaware.  There  were 
336,  or  31  per  year  for  the  entire  Society 
insureds.  In  this  Herculean  effort  he  examin- 
ed carefully  the  clinical  records  in  every  case 
and  concluded,  based  on  his  own  under- 
standing of  the  standards  of  practice  in  our 
community,  that  one  or  more  of  these  three 
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criteria  were  present  in  half  of  the  cases.  At 
our  panel  meeting  PHICO  informed  us  that 
their  study  of  suits  filed  both  in  Delaware  and 
throughout  the  rest  of  the  country  shows  a 
similar  percentage. 

If  there  is  substandard  care,  deviation  from 
the  standards  of  norm,  or  indefensible  records 
in  a substantial  number  of  our  cases,  it  is  clear 
that  this  is  an  area  which  the  Delaware 
physicians  can  attack  immediately  and  have 
the  most  significant  effect.  We  must  begin  a 
vigorous  campaign  of  risk  management, 
quality  assurance,  and  improved  record  keep- 
ing. If  we  were  to  reduce  by  half  the  number  ol 
the  cases  filed,  we  would,  in  Delaw'are,  bring 
an  end  to  the  crisis  by  this  one  action  alone. 
Courts  cannot  and  do  not  require  a physician 
to  find  every  piece  of  glass  in  every  wound 
treated  in  an  emergency  department.  But 
when  a patient  gives  a history  of  having 
sustained  an  injury  by  having  put  his  hand 
through  a pane  of  glass,  the  courts  do  requii  c 
that  the  physician  search  for  foreign  bodies. 
This  search  must  be  recorded  in  the  chart  as  a 
negative  finding. 

It  should  be  obvious  to  each  of  us  that  we  can 
no  longer  tolerate  sloppy  or  shoddy  record 
keeping  which  results  in  indefensible  cases. 
We  must,  each  day,  ask  ourselves  the  question, 
“Will  this  chart  be  my  friend  in  court?”  There 
is  an  unwritten  law  that  if  the  physician  didn’t 
write,  he  didn’t  do  it. 

Another  area  of  intense  interest  to  the  panel 
was  the  question  whether  or  not  the  medical 
community  was  doing  enough  to  “rid  the 
system  of  the  few  bad  doctors  who  exist.  W hen 
asked  what  effect  the  actions  of  state  boards 
had  in  helping  with  the  malpractice  crisis,  tht 
PHICO  people  answered,  “Zero.”  We  belie vt 
that  even  members  of  the  Board  of  Medical 
Practice  would  agree  but  would  insist  that  it 
was  not  from  lack  of  trying.  The  entire  process 
must  be  reviewed. 

The  failure  of  the  state  to  give  the  Board  of 
Medical  Practice  the  appropriate  tools  and 
money  to  conduct  its  business  has  made  much 
of  its  task  impossible.  The  Medical  Society 
must  turn  its  attention  to  these  matters  and 
press  for  legislative  changes  which  will  enable 
it  to  do  the  job  which  all  of  us  desire  and  are 
exceedingly  frustrated  at  our  inability  to  carry 
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out.  We  are  aware  that  the  vast  majority  of 
practicing  physicians  would  like  very  strong 
measures  taken  against  the  few  who  violate 
our  standards  and  would  like  to  see  more 
stringent  application  of  the  law  to  those  very 
few  physicians  .who  commit  criminal  acts.  It 
is  a paradox  that  we  are  castigated  for  our 
failure  to  control  the  actions  of  physicians  hut 
when  physicians  are  brought  up  on  charges 
the  public  frequently  rallies  to  their  defense, 
seemingly  willing  to  overlook  obviously  im- 
proper actions. 

Peer  review  has  become  exceedingly  difficult 
because  of  legal  constraints.  For  the  Pro- 
fessional Conduct  Committee  to  review  any 
but  “outrageous”  gross  overcharges  by  phy- 
sicians has  been  made  impossible  by  the  FTC 
rules  on  restraint  of  trade.  Peer  review 
processes  have  been  made  difficult  if  not  im- 
possible by  the  potential  of  suit  against  the 
physicians  doing  the  review. 

Another  suggestion  brought  to  the  Panel 
was  the  need  to  begin  to  keep  records  on 
physicians  testifying  as  experts  for  the  plain- 
tiffs. Their  testimony  should  be  collected, 
catalogued  and  available  to  defense  attorneys 
in  subsequent  cases.  Local  physicians  who 
are  found  to  testify  differently  in  different 
cases  should  be  subject  to  peer  review  and 
discipline.  Defense  attorneys  should  be  en- 
couraged to  use  the  services  of  Delaware 
experts  more  frequently  in  preparing  their 
cases,  and  the  Medical  Society  of  Delaware 
should  make  provision  that  these  experts  are 
available. 

It  was  suggested  by  one  of  our  defense 
attorneys  that  a local  defense  attorneys’  asso- 
ciation should  be  formed.  The  panel  looked 
very  favorably  on  that  suggestion.  We  see 
and  hear  much  of  the  Trial  Lawyers  Associa- 
tion and  their  efforts  to  change  the  laws  and 
favor  the  plaintiff.  A similar  organization 
composed  of  defense  attorneys  acting  to 
change  the  laws  to  benefit  the  health  care 
system  would  be  greeted  warmly  by  all  physi- 
cians. It  would  go  a long  way  toward  erasing 
the  suspicion  that  defense  attorneys  have  no 
constituency  to  assist  us  because  they  share 
equally  with  the  plaintiff  s attorney  in  the 
financial  proceeds  of  the  system. 

4=  4:  * * 


III.  WILL  MALPRACTICE  INSURANCE  CON- 
TINUE TO  BE  AVAILABLE  AND  AFFORDABLE 
FOR  DELAWARE  PHYSICIANS? 

With  this  question,  we  come  to  the  crux  of 
the  entire  matter.  The  answer  is  yes,  malprac- 
tice insurance  will  always  be  available  for 
the  state  government  could  not  tolerate  the 
sudden  cessation  of  practice  by  the  majority 
of  physicians  in  our  state  solely  because 
malpractice  insurance  was  not  available. 
The  question  of  affordability  is  a different 
matter  and  it  is  obviously  open  to  discussion 
as  to  “what  is  affordable?” 

A most  serious  effect  of  the  health  care 
crisis  is  the  loss  of  senior  physicians  who  can 
no  longer  afford  their  insurance  premiums  as 
they  gradually  contract  their  practices.  The 
panel  is  aware  of  seven  physicians  in  Dela- 
ware who  have  left  practice  earlier  than  they 
wished  this  past  year.  These  are  honored 
physicians  who  each  have  over  30  years  of 
experience.  They  have  achieved  prominence 
and  the  highest  respect  of  their  colleagues. 
(At  least  three  of  them  headed  major  depart- 
ments and  one  was  president  of  his  medical 
/dental  staff.)  No  society  can  afford  to  lose 
the  priceless  experience  represented  by  these 
physicians.  Not  only  are  they  lost  for  their 
day-to-day  skills,  but  they  are  lost  as  teachers 
of  young  physicians  in  residency  programs 
and  those  in  early  years  of  practice.  Their 
wise  counsel  will  be  missing  from  the  office, 
the  operating  room,  the  clinics,  and  the 
regular  staff  meetings  to  which  they  have 
contributed  so  much. 

Consider  also  the  difficulty  faced  by  the 
young  to  middle-aged  physician  engaged  in  a 
high  risk  specialty  who  finds  that  certain 
procedures  (ie,  delivering  babies),  entail  so 
great  a risk  of  litigation  as  to  make  them  not 
feasible  financially.  Consider  the  plight  of 
the  obstetrician  in  Delaware.  In  the  last  five 
years,  20%  of  the  suits  reported  in  our  survey 
were  against  our  colleagues  in  OB/GYN. 
This  is  far  higher  than  one  would  expect 
considering  their  numbers.  Are  we  to  see  a 
return  to  the  bad  old  days  when  only  the  rich 
and  influential  were  able  to  secure  the  services 
of  an  obstetrician?  We  hope  that  the  Medical 
Society  of  Delaware  will  be  able  to  galvanize 
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public  opinion  to  assist  in  bringing  sense, 
logic,  and  order  back  to  this  vital  field  of 
medical  practice. 

Last  but  not  least,  we  must  consider  the 
financial  impact  of  medical  liability  prem- 
iums on  the  medical  care  system.  One  is 
deluged  with  a bewildering  assortment  of 
“facts”as  to  how  much  of  each  physician’s 
gross  income  goes  for  malpractice  insurance, 
what  is  the  per  patient  ratio,  and  whether  or 
not  these  ratios  have  changed  over  the  years. 
We  have  already  documented  seven  instances 
in  which  the  cost  of  the  insurance  has  driven 
honored  physicians  from  practice.  This 
alarming  situation  will  continue  to  worsen 
year  by  year  until  a solution  is  found.  The 
orthopedic  surgeon  in  Delaware  today  must 
pay  a minimum  of  $100  per  day,  365  days  a 
year  for  his  insurance  coverage.  This  is  for 
the  basic  $1,000,000  - $3,000,000  coverage; 
most  specialists  carry  much  higher  limits. 
Costs  like  these,  which  must  be  recouped  in 
patient  fees,  cannot  long  be  endured.  This  is 
especially  true  in  light  of  material  presented 
to  us  not  only  by  PHICO  but  in  the  recent 
report  of  the  General  Accounting  Office  re- 
view of  St.  Paul’s  experience.  Insurance 
premiums  are  likely  to  increase  by  15-20%  per 
year  for  the  foreseeable  future.  That  means 
we  face  doubling  of  our  liability  insurance 
costs  every  five  years!  There  is  an  end  point, 
and  we  are  rapidly  moving  toward  it. 

Think  of  the  chaos  which  would  result  if 
our  present  carrier  were  to  leave  the  state. 
Regardless  of  what  emergency  intervention 
occurred,  nearly  600  physicians  would  be 
required  to  buy  “tail  coverage.”  This  coverage 
would  amount  to  138%  of  that  year’s  equiva- 
lent “occurrence  premium.”  If  it  happened 
this  year,  using  the  orthopedic  surgeon  as  an 
example  (based  only  on  $1,000,000  - $3,000,000 
basic  coverage),  it  would  mean  the  physician 
would  pay  $41 ,800  for  tail  coverage.  The  very 
next  day,  before  opening  his  office  door,  he 
would  have  to  pay  the  first  year  premium  of 
whatever  emergency  program  was  developed. 

In  Delaware  if  we  turn  to  a joint  underwriting 
association  the  law  mandates  that  this  be 
under  the  “occurrence  form.”  This  would 
suggest  that  the  orthopedic  surgeon’s  new 
yearly  premium  would  be  at  least  $34-35,000 
plus  an  additional  33%  for  the  reserve  fund. 

Del  Med  Jrl,  July  1987— Vol.  59,  No.  7 


Blue  Ribbon  Panel  Report 

One  can  easily  recognize  the  certainty  of 
disaster  when  a practicing  orthopedist  would 
be  required  to  spend  over  $87,000  in  48  hours  or 
go  out  of  practice.  We  have  calculated  that  if 
our  present  carrier  were  to  leave  and  each  of 
our  physicians  would  have  to  buy  tail  coverage, 
it  would  mean  $8,000,000  taken  from  the 
Delaware  health  care  system  to  provide  this 
coverage  alone.  Then  to  remain  in  practice  we 
estimate  that  for  first  year  “claims-made” 
coverage  with  a new  carrier  there  would  be  a 
charge  of  an  additional  $2,000,000.  If  a Joint 
Underwriting  Association  (JUA)  were  the 
answer,  the  occurrence  policies  would  cost 
about  $7,000,000  with  an  additional  $2,000,000 
for  the  stabilization  reserve  fund.  How  can  the 
health  care  system  in  Delaware  afford  this? 

It  is  easy  for  critics  to  suggest  that  all  of  the 
preceding  is  mere  speculation.  We  must  rely 
on  the  warnings  given  by  our  present  carrier. 
Although  they  are  pleased  to  maintain  the 
present  relationship  with  the  Medical  Society 
of  Delaware,  any  significant  increase  in  the 
frequency  or  severity  of  lawsuits  in  Delaware 
could  bring  about  this  catastrophe.  If  you 
look  at  statistics  for  the  size  of  the  judgments 
awarded  in  Delaware  over  the  past  two  years, 
you  will  find  that  we  have  already  reached  a 
level  which  has  turned  on  the  red  warning 
light  for  our  carrier.  If  we  are  unable  to 
control  the  frequency,  which  has  been  in- 
creasing in  Delaware  as  it  has  been  else- 
where, the  other  red  light  will  go  on,  the  dome 
of  the  volcano  will  rupture,  and  the  health 
care  disaster  of  which  we  warned  will  be 
manifest. 

Over  the  past  many  years  we  have  watched 
the  malpractice  situation  go  through  many 
ups  and  downs.  We  have  seen  St.  Paul’s,  the 
largest  malpractice  carrier  in  the  nation, 
come  in  and  out  of  the  Delaware  market  at 
least  twice.  At  the  present  time,  they  sell  new 
policies  only  to  a physician  joining  in  prac- 
tice with  another  who  is  already  insured  with 
their  company.  We  have  seen  Aetna, 
Travelers,  Prudential,  and  Chubb  leave  our 
market.  At  the  present  time,  the  only  carrier 
selling  substantial  numbers  of  policies  in 
Delaware  is  PHICO.  The  relationship  be- 
tween the  Medical  Society  of  Delaware  and 
PHICO  is  excellent.  PHICO  has  proven  to  be 
a responsive  and  responsible  company  which, 
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through  its  very  fine  representatives,  has 
served  the  physicians  of  Delaware  extremely 
well.  In  the  panel’s  meeting  with  PHICO 
executives  it  was  clear  that  although  they 
have  withdrawn  from  13  of  the  15  states  in 
which  they  have  sold  individual  malpractice 
policies,  they  would  like  very  much  to  con- 
tinue doing  business  in  Delaware.  They 
stated  that  they  are  able  to  do  so  because  of 
the  excellent  Delaware  statutes,  because  of 
the  fine  relationship  which  has  developed 
between  PHICO  and  the  Medical  Society, 
because  of  the  excellent  cooperation  they 
have  received  from  the  Society  and  indivi- 
dual physicians  in  dealing  with  those  physi- 
cians who  have  gotten  into  difficulty,  and 
last  but  not  least,  the  high  quality  of  physi- 
cians practicing  in  Delaware.  But  they  are 
deeply  concerned  that  if  the  present  increase 
of  the  frequency  and  severity  of  lawsuits 
continues,  it  may  be  simply  impossible  for 
them  to  continue  in  Delaware  as  well.  They 
see  only  limited  gains  to  be  made  from 
changes  in  the  malpractice  statutes  and  re- 
commend that  we  focus  instead  on  the  risk 
management  programs  already  discussed. 

What  would  happen  should  PHICO  be 
forced  to  leave  the  Delaware  market?  In 
discussing  this  with  the  insurance  commis- 
sioner, he  pointed  out  that  Delaware  statutes 
provide  that  wholesale  terminations  cannot 
be  made  except  at  the  policy  anniversary 
date.  The  statutes  require  that  physicians  be 
given  notice  that  their  insurance  would  not 
be  renewed  on  the  next  anniversary  date  of 
their  policies.  This  would,  of  course,  precipi- 
tate a tremendous  health  care  crisis  in  Dela- 
ware. The  law  provides  that  the  commis- 
sioner could  extend  the  termination  90  days 
beyond  the  anniversary  date,  and,  in  fact,  the 
commissioner  was  confident  that  he  could 
obtain  a voluntary  consent  to  an  additional 
90  days  from  PHICO  if  that  were  necessary. 
But  we  would  still  have  a health  care  crisis. 

Such  an  event  has  been  described  in  our 
panel  discussions  as  akin  to  the  sinking  of  our 
collective  ship.  We  would  immediately  need  a 
life  jacket,  a life  boat,  and  most  important  of 
all,  a rescue  vessel.  Let  us  consider  each  of 
these  separately.  The  only  lifejacket  available 
would  be  a Joint  Underwriting  Association.  A 
Joint  Underwriting  Association  is  a legal 
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entity,  akin  to  an  insurance  company,  es- 
tablished by  the  state. 

The  insurance  commissioner  described  the 
Delaware  statute  establishing  a JUA  as  very 
weak  and  the  JUA  itself  as  a poor  solution  to 
the  problem.  The  statute  provides  that  should 
malpractice  insurance  become  unavailable  to 
a large  number  of  Delaware  physicians,  the 
insurance  commissioner  has  the  authority 
to  create  a JUA.  This  JUA  would  require  that 
all  insurance  companies  who  were  authorized 
to  write  and  engaged  in  writing  casualty 
insurance  in  Delaware,  and  all  insurers 
authorized  to  write  and  engaged  in  writing 
health  insurance  or  health  service  contracts  in 
Delaware  participate.  Each  of  these  com- 
panies would  become  a member  of  the  Asso- 
ciation and  would  contribute  to  its  capital 
formation.  The  Association  would  then  issue 
“occurrence  type”  policies  with  coverages  not 
to  exceed  $1  million  for  each  claimant  and  $3 
million  for  all  claimants  under  one  policy  in  a 
one-year  period.  The  commissioner  would  be 
required  to  develop  insurance  premiums  suffic- 
ient to  cover  the  expenses  and  liabilities  of  the 
association.  They  would  have  to  be  actuarially 
sound.  The  commissioner  would  also  have  to 
give  consideration  to  a group  retrospective 
rating  plan  and  the  formation  of  a stabiliza- 
tion reserve  fund.  To  establish  the  stabiliza- 
tion reserve  fund,  the  association  would  re- 
quire each  physician  to  contribute  an  addi- 
tional amount  equal  to  one  third  of  the  prem- 
ium due  for  his  insurance.  And  according  to 
Delaware  statute,  the  JUA  would  terminate 
after  two  years  of  existence! 

Not  only  would  the  physicians  whose  insur- 
ance had  been  terminated  be  required  to  buy 
very  expensive  tail  coverage,  but  they  would 
then  be  required  not  only  to  buy  and  pay  for 
an  “occurrence  type”  policy  but  also  to  contri- 
bute in  addition  an  amount  equal  to  one  third 
of  the  premium  to  the  stabilization  fund.  And 
all  of  this  for  a two-year  solution.  JUAs  in 
almost  every  other  state  have  proven  to  be  a 
poor  solution.  Insurance  commissioners  are 
generally  loathe  to  require  premiums  high 
enough  to  be  self-sustaining  and  such  de- 
cisions become  highly  politicized.  (Consider 
that  at  the  present  time  the  state  of  Rhode 
Island  JUA  has  a deficit  of  $193  million.)  But 
with  all  its  weaknesses,  a JUA  might  be  a 
necessity  as  the  only  life  jacket  available. 
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In  looking  for  a life  boat  we  find  that  there 
are  few  viable  options.  We  might  look  for  a 
compatible  medical  mutual  insurance  com- 
pany (physician-owned)  which  would  be 
willing  to  form  an  association  with  the  Medi- 
cal Society  of  Delaware  and  provide  insur- 
ance. Most  of  the  so-called  “bed-pan  mutuals” 
have  not  been  very  successful,  due  to  a variety 
of  reasons.  One  or  two,  however,  have  been 
highly  successful  and  are  very  stable. 
Another  option  would  be  to  establish  a physi- 
cian-owned company  in  Delaware.  This 
would  probably  not  be  actuarially  sound  due 
to  the  small  number  of  physicians  who  would 
participate.  The  panel  has  heard  estimates 
that  it  would  require  at  least  3,000  doctors  to 
form  the  basis  of  a new  company.  A third 
possibility  would  be  the  formation  or  partici- 
pation in  a “risk-retention  group”.  This  is  a 
new  and  untried  vehicle  which  is  proving  to 
be  very  attractive  to  professional  groups 
around  the  country.  It  consists  of  an  insur- 
ance company  which  is  owned  by  its  insureds. 
It  has  significant  differences  from  a standard 
medical  mutual  which  make  it  more  attractive 
and  more  viable.  Further  study  of  this  entity 
with  our  attorneys  is  indicated. 

The  physician  also  has  the  option  to  do 
without  malpractice  insurance  or,  collo- 
quially called,  “go  bare.  ” The  physician  thus 
shoulders  the  full  financial  responsibility  for 
any  litigation  which  results  from  his  practice. 
Thus,  the  physician’s  income,  accounts  re- 
ceivable, future  income,  owned  practice  equip- 
ment, owned  practice  real  estate,  and  other 
real  property  in  the  physician’s  name,  as  well 
as  retirement  funds  in  the  physician’s  name 
become  available  to  recovery  by  a successful 
plaintiff.  If  the  physician  is  employed  by  a 
professional  corporation  which  has  several 
physician  employees,  only  15%  of  his  salary 
would  be  unprotected.  This  option  is  probably 
not  available  to  the  single  corporation  physi- 
cian. Of  course,  the  corporation  would  proba- 
bly also  be  named  in  the  lawsuit  and  therefore 
the  assets  of  the  corporation  would  be  at  risk 
as  well. 

To  protect  any  of  these  assets  would  require 
that  the  physician  transfer  ownership  to 
someone  else.  This  could  be  done  by  giving 
properties  such  as  real  estate,  etc,  to  a spouse 
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or  to  children.  This  would  require  a very 
stable  family  situation  or  the  results  could  be 
disastrous.  Our  attorney  advisor  comments 
that  the  physician  is  more  liable  to  be  divorced 
than  to  lose  a large  malpractice  suit.  Practice 
equipment  could  be  sold  and  leased  back. 
Retirement  funds  could  be  protected  by 
placing  them  in  trust  with  some  financial 
institution  such  as  a bank,  but  that  would 
require  surrendering  virtually  all  control  over 
these  funds. 

It  is  quite  possible  that  a very  large  judg- 
ment against  a physician  who  “goes  bare” 
might  result  in  the  physician  filing  bank- 
ruptcy proceedings.  The  rules  of  bankruptcy 
require  full  declaration  of  all  assets  and  if 
there  has  been  any  attempt  to  sequester 
assets  improperly,  bankruptcy  proceedings 
could  be  declared  invalid  and  everything  the 
physician  owns  would  be  “thrown  into  the 
pot.”  We  are  cautioned  by  our  consulting 
attorney  that  this  option  might  very  well  be 
taken  by  a few  physicians  acting  inde- 
pendently. Should  there  be  a concerted  effort 
to  have  a large  number  of  physicians  “go 
bare”  it  would  inevitably  trigger  a political 
reaction.  This  reaction  would  almost  cer- 
tainly manifest  itself  in  legislation  which 
made  liability  insurance  mandatory  as  a 
condition  of  licensure. 

It  can  readily  be  seen  taht  rather  than 
choose  any  of  these  alternatives  we  should 
jwork  vigorously  to  strengthen  our  relation- 
ship with  PHICO.  We  must  endeaver  to  ensure 
that  the  time  never  comes  when  they  are 
unable  to  continue  to  do  business  with  us.  But 
prudence  dictates  that  we  continue  to  explore 
and  evaluate  on  an  on-going  basis  any  and  all 
alternatives. 

The  rescue  boat  which  would  be  the  final 
solution  must  lie  with  changes  in  the  liability 
climate  in  the  United  States.  Fundamental 
changes  must  be  made  and  cannot  be  made 
by  the  physician  community  alone.  Only  by 
the  entire  citizenry  recognizing  the  problems, 
assessing  the  changes  necessary  and  vigor- 
ously acting  to  bring  about  legislative  relief 
will  we,  in  fact,  find  ourselves  safe  on  dry 
land. 
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RECOMMENDATIONS 

I.  The  image  of  the  physician  must  be  refur- 
bished and  the  doctor/patient  relationship 
must  be  reconstituted.  To  do  this  we  recom- 
mend: 

a.  The  appointment  of  a task  force  which 
will  seek  professional  help  in  developing  an 
immediate  campaign  to  refurbish  the  phy- 
sician’s image.  This  campaign  should  focus 
on,  but  not  be  limited  to,  the  quality  of 
medical  care  provided,  the  concern  of  the 
Medical  Society  of  Delaware  for  the  citizens 
of  Delaware,  the  effort  physicians  are 
making  to  hold  down  the  cost  of  medical 
care,  and  the  extremely  low  incidence  of 
medical  malpractice  in  Delaware.  The  Board 
of  Trustees  should  develop,  prioritize,  and 
put  into  effect  positive  actions  to  demon- 
strate our  concern  for  our  patients.  Among 
the  suggestions  previously  made  but  not 
acted  upon  are  a van  staffed  by  Medical 
Society  of  Delaware  physicians  which  would 
go  to  a different  shopping  center  each  week- 
end giving  free  blood  pressure  and  diabetes 
screening  tests,  or  a radio  program  hosted 
by  Delaware  physicians  to  which  patients 
could  call  in  questions.  Consideration  should 
be  given  to  a suggestion  made  more  than 
once  to  the  panel,  that  the  medical  commun- 
ity develop  a system  of  voluntary  random 
drug  screening  tests  on  its  members. 

b.  A questionnaire  should  be  developed  for 
use  by  individual  members  of  the  Society  to 
perform  an  individual  practice  evaluation. 
This  could  be  used  to  find  out  what,  if 
anything,  in  each  doctor’s  individual  prac- 
tice is  causing  his  patients  to  be  dissatisfied. 
Based  on  the  results  of  this  questionnaire, 
each  physician  could  take  individual  steps 
to  improve  his  patient/doctor  relationship. 

c.  The  Board  of  Trustees  should  investigate, 
evaluate,  and  develop  legislation  for  intro- 
duction to  the  legislature  which  would 
strengthen  the  peer  review  system  and 
enable  the  Society  to  discipline  its  members 
more  properly.  Steps  should  also  be  taken  to 
encourage  our  congressional  delegation  to 
achieve  eased  restriction  by  the  FTC  so  that 
overcharging  could  also  be  returned  to  the 
review  area. 
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d.  A task  force  should  be  informed  to  study 
the  present  Medical  Practice  Act  with  partic- 
ular attention  to  those  things  needed  to 
strengthen  the  Board  of  Medical  Practice,  to 
enable  it  to  do  the  job  which  its  members  are 
trying  to  do  and  to  demonstrate  to  the 
public  that  we  are  serious  in  our  efforts  to 
insure  high  quality  care  at  all  times. 

II.  We  must  achieve  improvement  of  the  liabil- 
ity climate  in  general  and  the  medical  liability 
climate  specifically. 

a.  The  Panel  recommends  that  the  Medical 
Society  of  Delaware  actively  join  with  the 
business  coalition  and  any  other  natural 
allies  working  to  improve  liability  legisla- 
tion in  the  United  States.  The  President  of 
the  Medical  Society  should  enter  into  im- 
mediate negotiations  with  the  AMA  so  that 
when  its  new  tort  law  revision  is  completed 
and  reviewed  by  the  Medical  Society  of 
Delaware,  Delaware  is  chosen  as  one  of  the 
demonstration  states  for  introduction  of 
this  legislation. 

The  most  important  recommendation  the 
panel  can  make  is  that  Delaware  physicians 
enlist  the  aid  of  and  ally  themselves  with  their 
patients.  While  the  medical  profession  appears 
to  have  steadily  slipped  in  opinion  polls,  the 
same  does  not  apply  to  individual  physicians. 
People  continue  to  invest  enormous  faith  and 
trust  in  “their  doctor.”  We  must  turn  to  our 
patients,  explain  to  them  the  crisis  in  health 
care  which  has  come  about  because  of  the 
malpractice  climate  and  enlist  their  aid.  Once 
they  understand  the  cost  in  diminished 
“quality  of  care,”  in  loss  of  some  of  the  more 
effective  and  innovative  but  dangerous  treat- 
ments, and  the  actual  costs  in  real  dollars,  we 
would  expect  them  to  join  us  in  bringing  about 
the  reforms  needed  to  end  this  crisis.  The 
Society  should  consider  the  development  of  a 
letter  which  could  be  used  as  model  by  each 
practicing  physician.  This  letter  could  be  per- 
sonalized and  sent  to  each  of  his  patients 
explaining  why  he  is  concerned,  why  they 
should  be  concerned,  and  what  steps  are 
necessary  to  bring  relief.  The  Society  should 
also  consider  a speakers’  bureau,  open  meet- 
ings, and  other  such  vehicles  to  bring  the 
message  to  our  public. 
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b.  The  Board  should  develop  legislation  to 
strengthen  the  “medical  expert”  section  of 
the  statute.  These  should  be  intended  to 
achieve  the  requirement  that  there  must  be 
an  affidavit  by  a medical  expert  that  there  is 
“probable  cause”  to  believe  that  malpractice 
exists.  This  expert  should  be  required  to  be 
practicing  in  the  same  field  of  medicine  as 
the  defendant  physician,  and  further,  if  the 
defendant  physician  is  board  certified,  the 
expert  witness  must  be  board  certified  in  the 
same  field  of  practice. 

c.  The  panel  recommends  the  development 
of  an  amendment  to  the  law  which  estab- 
lishes a “JUA.”  Since  the  JUA  law  limits 
coverage  to  a $1,000,000  - $3,000,000  “occur- 
rence” policy,  it  seems  only  fair  that  any 
award  against  a physician  covered  by  the 
JUA  would  be  limited  to  “policy  limits.”  Our 
legislative  expert  tells  us  that  legislation  to 
bring  about  such  changes  must  be  carefully 
crafted.  They  must  then  be  presented  with 
arguments  to  show  very  clearly  to  the  public 
and  to  the  legislators  that  this  particular 
legislation  is  in  answer  to  a serious  problem 
which  is  causing  an  increase  in  the  cost  of 
liability  insurance,  that  the  legislation 
would  help  cure  this  problem,  and  that  one 
could  reasonably  expect  it  to  persist  in 
controlling  the  costs.  Most  of  all,  the  legisla- 
tion must  be  written  in  such  a way  as  to  be 
clearly  fair  not  only  to  the  health  care 
community  but  to  patients  as  well.  If  these 
requirements  are  satisfied  our  legislative 
specialist  assures  us  that  the  chances  of 
passage  are  excellent. 

d.  The  Board  of  Trustees  should  seek  infor- 
mation and  counsel  from  our  Society’s  attor- 
ney with  reference  to  issues  which  involve 
judges. 

e.  The  Board  of  Trustees  should  assign  to  a 
presently  existing  committee  (or  create  a 
new  committee)  the  responsibility  to  develop 
ways  to  insure  that  defense  experts  will  be 
available  to  our  attorney,  especially  in  the 
primary  care  specialties  where  there  seems 
to  be  the  most  difficulty  at  present.  The 
committee  must  also  address  the  problem  of 
physicians’  charges  for  serving  as  a defense 
expert.  The  panel  sees  this  as  a duty  we  owe 
to  our  fellow  physicians  and  to  the  health 
care  system. 
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f.  The  Board  of  Trustees  should  assign  to  a 
presently  existing  committee  (or  create  a 
new  committee)  the  responsibility  to  study 
the  question  of  “informed  consent.”  The 
panel  heard  suggestions  that  specialty  speci- 
fic informed  consent  documents  can  be  de- 
veloped which  would  be  unassailable  and,  if 
used  properly,  eliminate  all  suits  which 
claim  lack  of  consent. 

III.  The  Panel  recommends  that  the  Medical 
Liability  Committee  be  expanded. 

There  should  be  created  three  standing  sub- 
committees each  with  a chairman  nominated 
by  the  president  and  elected  by  the  House  ol 
Delegates.  These  committees  would  be  as 
follows: 

a.  The  Insurance  Industry  Evaluation  Com- 
mittee. This  committee  would  be  specifically 
charged  to  conduct  an  ongoing  review  of 
developments  in  the  insurance  industry  with 
the  particular  eye  toward,  at  all  times,  pre- 
paring contingency  plans  for  the  possibility 
that  PHICO  might  be  forced  to  leave  the 
Delaware  market.  These  studies  should  be 
done,  wherever  possible,  in  consultation 
with  PHICO  and  done  in  such  a manner  as 
to  be  nonthreatening  to  them. 

b.  The  Risk  Management  Subcommittee. 
The  subcommittee  should  develop,  with  the 
help  of  recognized  experts,  specialty-specific 
risk  management  programs  for  presentation 
to  Delaware  physicians.  Participation  in 
these  programs  should  be  mandatory  for  all 
physicians  insured  under  the  Society’s 
endorsed  program,  and  should  be  presented 
at  least  yearly.  The  subcommittee  should 
also  develop  consultation  teams  which 
would  be  prepared  to  consult  with  physi- 
cians identified  by  PHICO  as  having  mal- 
practice prone  tendencies  in  their  office  or 
hospital  practice  and  be  prepared  to  offer 
suggestions  for  correction. 

c.  The  Subcommittee  on  Tort  Legislation. 
This  subcommittee  would  work  on  recom- 
mendations for  both  short  and  the  long  term 
specific  legislation  designed  to  do  a fun- 
damental overhaul  of  the  tort  system.  It 
would  also  study  those  measures  which 
could  specifically  reform  the  medical  lia- 
bility legislation.  Such  measures  should 
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include,  but  not  be  limited  to,  repeal  of  the 
joint  and  several  provisions,  control  of  puni- 
tive damages,  caps  on  awards,  the  arbitra- 
tion process,  and  the  expert  witness  pro- 
visions. 

The  chairman  of  the  medical  liability  com- 
mittee would  serve  as  an  ex-officio  member  of 
each  of  these  subcommittees.  He  would  be 
charged  to  set  tasks  for  each  of  the  subcom- 
mittees, giving  them  specific  reporting  dead- 
lines for  each  particular  activity.  The  chair- 
man would  be  required  to  attend  meetings  of 
the  Board  of  Trustees  at  least  quarterly  to 
provide  a specific  report  on  the  activities  of 
each  of  the  three  subcommittees,  as  well  as  the 
activities  of  the  parent  committee  and  of  any 
ad  hoc  subcommittees  developed  to  evaluate 
physicians  on  whom  PHICO  has  recom- 
mended termination  of  insurance. 

The  panel  members  have  received  a tremen- 
dous education  during  the  three  and  a half 
months  of  their  deliberations.  We  recommend 


that  individual  panel  members  be  appointed  to 
serve  on  those  committees  or  subcommittees  in 
which  they  evidence  a special  interest  so  as  to 
provide  expertise  to  each  of  these  groups. 

The  panel,  as  its  final  recommendation,  sug- 
gests that  the  Board  should  consider  direct 
contact  with  the  Governor.  The  critical  nature 
of  the  health  care  crisis  should  be  made  clear  to 
him,  along  with  the  disastrous  results  which 
would  ensue  should  PHICO  withdraw  from 
the  Delaware  market.  The  Board  might  recom- 
mend to  the  Governor  that  a task  force  con- 
sisting of  members  of  his  administration,  mem- 
bers of  the  legislature,  members  of  the  insur- 
ance industry,  representatives  from  the  insur- 
ance commissioner’s  office,  representatives 
from  the  trial  lawyers  associations,  representa- 
tives from  the  defense  lawyers  association, 
and  representatives  of  the  medical  profession 
be  impaneled  to  study  the  question  on  an 
urgent  basis  and  make  recommendations  for 
prompt  near  and  long  term  relief. 
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In  Black  and  White 


Dennis  R.  Witmer,  M.D.  Photographic  Editor 


This  copper  engraving,  completed  in  1656,  shows  an  epigastric  situs  after 
removal  of  the  stomach.  Liver  and  spleen  and  the  large  vessels  of  this  region 
including  the  portal  vein  are  visible.  The  large  omentum  is  shown  in  its  full 
extent.  Simon  Paulli,  a professor  of  botany,  anatomy,  and  surgery  at  the 
University  of  Copenhagen,  commissioned  Bucrezio  to  engrave  this  series  of 
anatomical  plates. 

Reproduced  with  permission  from  Bayer  AG  Leverkusen. 
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SICIAHS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


Call  Collect:  (703)  325-7406 
TSGT  Borders 

Or  Fill  Out  Coupon  and  Mail  Today! 
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Phone 


To:  TSGT  Johnson 
Air  Force  Reserve  Recruiting  Office 
OL  AT  13  USASCH,  DET-2/SG 
Langley  AFB,  VA  23665-5300 


State 


Medical  Specialty 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth  _ 


No 


AIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 
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Editorials 


THEMALPRACTICE  CRISIS  IN  DELAWARE;  A 
SPECIAL  REPORT 

This  issue  of  the  Delaware  Medical  Journal 
represents  a departure  from  our  tradition  of 
presenting  scientific  material. 

The  lengthy  and  sobering  deliberations  of 
the  panel  appointed  to  investigate  and  describe 
the  malpractice  crisis  of  which  we  are  all  a part 
was  deemed  so  important  that  the  entire  report 
is  presented  for  Delaware’s  physicians  to  read 
and  ponder. 

To  our  other,  out-of-state  readers,  we  suggest 
that  this  thoughtful  report  may  inspire  you  to 
develop  a similar  study  in  your  state  if  it  has 
not  already  been  done. 

Our  congratulations  to  Dr.  Ben  C.  Corballis 
and  his  committee.  This  report  is  to  be  appre- 
ciated even  if  it  is  not  enjoyable  reading. 

Bernadine  Z.  Paulshock,  M.D. 

ORGAN  DONATION:  THE  GIFT  OF  SIGHT, 
THE  GIFT  OF  LIFE 


Another  first  for  little  Delaware! 

As  Delaware  prepares  to  celebrate  its  being 
the  first  state  to  ratify  the  Constitution  in  1787, 
a significant  medical  first  for  our  state  is  on 
the  horizon.  The  technology  of  organ  culture. 


which  will  greatly  improve  the  status  of  corneal 
transplants,  is  soon  to  be  established  at  The 
Medical  Center  of  Delaware  under  the  direction 
of  S.  Gregory  Smith,  M.D.,  and  Robert  Abel, 
Jr.,  M.D.  It  is  the  first  such  technology  avail- 
able on  the  East  Coast  and  the  third  in  the 
nation,  the  others  being  the  Universities  of  Ohio 
and  Minnesota.  Delaware  can  be  justly  proud 
of  being  the  home  of  this  modern  technology 
and  medical  progress. 

Organ  culture  will  provide  a great  advantage 
in  the  surgery  of  corneal  transplants.  Hereto- 
fore, corneal  grafts  obtained  from  donors  re- 
quired implantation  into  the  recipient  within 
24  hours  or  else  sustenance  on  M-K  medium, 
which  preserves  the  graft  for  a maximum  of 
three  days.  One  to  three  days  is  often  too  short 
an  interval  for  arranging  matching  tests  and 
assembling  recipients,  surgeons,  and  operating 
room  personnel.  The  Medical  Eye  Bank  of 
Delaware  is  affiliated  with  Tissue  Banks 
International,  Inc.,  and  receives  corneal  tissue 
both  locally  and  through  a network  of  eye 
banks.  Occassionally,  it  is  difficult  to  schedule 
surgery  and  to  arrange  for  tissue  when  all 
members  of  the  team  are  present. 

But  with  organ  culture,  there  will  be  much 
more  time.  The  corneal  graft  from  a local  donor 
is  placed  in  a new,  modified  medium  which  can 
nourish  and  sustain  viable  cells  for  up  to  three 
weeks.  This  gives  ample  time  for  typing  with 
multiple  recipients  and  for  choosing  the  best 
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match.  The  success  rate  of  penetrating  kerato- 
plasty is  approximately  95%.  With  repeat 
corneal  surgery,  the  rejection  rate  increases. 

The  new  medium  provides  the  advantage  of 
using  all  corneas  which  are  harvested,  even 
those  taken  from  donors  dying  of  septic 
diseases.  Three  weeks  of  antimicrobial  agents 
in  the  culture  medium  insures  against  infection 
of  the  cornea  prior  to  the  transplantation. 
Grafts  are  not  accepted  from  a patient  dying  of 
a viral  disease. 

Microscopic  examination  of  the  corneal  en- 
dothelium (the  inmost  layer)  is  an  important 
pre-surgical  test;  if  this  layer  is  damaged  or 
missing,  the  graft  will  not  he  successful. 
Regrowth  of  the  endothelium  does  not  occur  in 
the  recipient  after  implantation,  and  the  graft 
will  not  remain  clear.  Researchers  at  the  above- 
mentioned  universities  have  shown  that  the 
new  culture  medium  nourishes  these  endothe- 
lial cells  prior  to  surgery,  improving  the  outlook 
for  success.  After  implantation,  the  outer  layers 
of  the  cornea  will  be  regrown  by  the  recipient. 


Looking  after  your 
patient  is  a big 
responsibility. 

We  accept  it. 

Medical  Personnel  Pool  provides  the  high- 
est level  of  private  nursing  care  available 
today  for  hospital,  medical  office  or  home 
care. 


• Registered  Nurses 

• Licensed  Practical 
Nurses 

• Home  Health  Aides 


• Live-In 
Companions 

• Therapists 

• Nurses  Aides 


Our  employees  are  fully  insured  and  exper- 
ienced, affording  complete  protection  to 
our  clients. 


Medical 
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2055  Limestone  Rd. 
Suite  213 

Wilmington,  DE  19808 

995-6696 


Omega  Professional  Center 

Final  Phase  Now  Available  For  Sale  or  Lease 


Omega  Professional  Center  offers  a great 
location,  plus  flexible,  custom-designed 
ofTice,  laboratory  and  operations  space  for 
medical  and  other  professional  uses. 

So  forget  the  downtown  commute;  leave 
the  over-priced,  impersonal  office  building 
behind;  heighten  your  corporate  identity... 
Come  to  Omega  Professional  Center  in 
Piewark,  Delaware. 

• Adjacent  to  Christiana  Hospital  and  HMO 
of  Blue  Cross-Blue  Shield 

• Easy  access  to  1-95,  Delaware  Memorial 
Bridge,  University  of  Delaware  and 
downtown  Wilmington 

• Minutes  from  Christiana  Mall  and 
Hilton  Hotel 

• Units  from  1,200  SF  to  13,000  SF 

• Custom-designed  interiors  to  meet 
specific  individual  needs 


• Professional  condominium  manage- 
ment staff 

• 100%  steel,  brick  and  thermal  glass 
construction 

For  more  information  call  (502)  368-7190. 

MIDNWEUTH/McCIINNBl  BASSOCUIIS,INC. 

413  White  Clay  Center  Drive.  Newark.  DE  19711 
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A surgeon  who  does  corneal  transplants 
recently  confessed  to  me  that  one  of  life’s  high 
moments  for  him  occurs  when  he  first  removes 
the  bandages  from  eyes  that  have  been  blind 
for  years  and  following  corneal  transplant  can 
see  again. 

It  is  hoped  that  organ  culture  technology 
and  research  into  synthetic  cornea  models  will 
add  a new  dimension  to  Eye  Bank  activities  in 
Wilmington.  In  addition  to  being  able  to  sche- 
dule surgery,  new  technology  will  enable  Dela- 
ware to  provide  a regional  leadership  labora- 
tory in  Eye  Bank  research,  it  is  possible  that 
an  eye  research  laboratory  can  be  established. 
This  may  be  self-funded  or  be  part  of  the  eye 
bank  system.  All  donations  are  welcome. 

Organ  donation  in  Delaware  is  nothing  new, 
but  in  light  of  our  ever-advancing  technology 
to  avoid  rejection,  it  deserves  another  plug. 
Healthy  organs  are  harvested  from  donors 
dying  of  unrelated  causes  and  transplanted 
into  needy  patients  whose  own  organs  are 
failing.  Kidneys,  livers,  hearts,  pancreas, 
lungs,  and  bone  marrow,  as  well  as  corneas, 

! have  been  successfully  transplanted  into  ill  or 
I blind  patients.  Physicians  in  Delaware  should 
I constantly  be  on  the  alert  for  possible  organ 
! donations  among  their  patients  and  should 
I aggressively  seek  permission  for  such  donations 
j from  next  of  kin  when  there  is  no  hope  of 
j recovery.  Oftentimes  these  donations  have 
I proved  to  be  the  gift  of  life  itself. 

! Joseph  C.  MacKnight,  M.D. 


SCIENTIFIC  LITERACY* 

It  is  time  to  consider  the  problem  of 
biconceptual  education.  The  world  today  is 
divided  into  two  conceptual  groups,  the 
scientist  and  the  nonscientist,  and  the  com- 
munication gap  between  them  is  wide  and 
serious,  it  is  not  a problem  of  respect  for 
scientists.  We  scientists  get  all  the  respect  we 
need — any  more  is  likely  to  make  us  candi- 
dates for  television  commercials.  I am  not 
saying  that  lawyers  should  start  reading  the 
Physical  Review  Letters  or  mayors  the  - 
Journal  of  the  American  Chemical 
Society.  What  concerns  me  is  that  some  of 
the  fundamental  concepts  and  methodologies 
of  science  are  outside  the  understanding  of 
the  vast  majority  of  the  population,  including 
its  opinion-makers. 

For  example,  scientists  in  every  discipline 
understand  that  certain  decisions  that  must 
be  made  are  associated  with  some  level  of 
risk,  but  we  watch  with  consternation  as 
society  acts  as  if  zero  risk  could  be  achieved. 
The  same  parents,  for  example,  who  drive 
their  children  to  school  without  seat  belts 
demand  a flat  statement  of  certainty  about 
the  risk  posed  to  their  children  by  being  in 
school  with  a child  with  AIDS.  The  ever- 
rising  levels  of  malpractice  awards  are  based 


*Reprinted  with  permission  from  Science,  1985;  230  (4724):  391.  Copyright 
1985,  by  the  American  Association  of  the  Advancement  of  Science. 
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ure,  I need  more  help  these  days. 
What  can  you  expect  at  my  age? 


Mildred  Wivel  needs  a little  help  these  days — but  not  too 
much.  “I  still  take  care  of  myself.  But  my  back  and  legs — 
they’re  getting  weaker,”  she  explains. 

So  Mildred  is  moving  to  the  new  Brandywine  Wing 
at  Cokesbury  Village.  She’ll  have  friendly  aides  to  lend  a 
hand . . . with  bathing,  dressing,  or  remembering  to  take 
medication.  Help  with  the  little  things  that  may  get  harder 
as  we  grow  older. 

Kre you  concerned  about  a loved  one  who 
needs  daily  help?  Come  see  our  bright,  comfortable 
Brandywine  Wing.  You'll  be  pleasantly  surprised  with 
the  spacious,  private  rooms,  cheerful  lounge  and  the 
lovely  Centreville  dining  room. 

You’ll  be  glad  to  know  that  the  Brandywine  Wing 
offers  assistance,  but  respects  independence. 

To  schedule  a tour,  or  for  more  information,  call 
Carolyn  Perialas  at  (302)  239-2371. 


BEANDYWINE 

ViZiflQ  help  with 
r r t/t  fijg  little  things 


Lancaster  Pike  & Loveville  Road 
Hockessin,  Delaware  19707 


<f 


PUMH 


SALE  OR  LEASE 

2323 

Pennsylvania  Avenue 
Wilmington,  Delaware 

Prime  ground  floor,  medical 
location  in  established  four- 
level,  with  elevator,  building. 
88  parking  spaces  - 2,000+  sq. 
ft.  Ideal  for  one  or  two 
physician  office.  Centrally 
located  to  all  Wilmington 
hospitals.  Access  to  1-95. 
100%  owner-occupied. 
Available  July  1, 1987.  Call 

655-4510 


on  the  premise  that  if  doctors  are  punished 
enough  they  will  become  perfect,  but  ignore 
the  possible  outcome  that  the  consequent  fee 
increases  will  inhibit  those  with  marginal 
incomes  from  going  to  the  doctor.  Living 
near  a nuclear  power  plant  may  be  safer  than 
attending  a rock  concert,  but  what  television 
viewer  would  believe  that? 

A second  example  is  the  methodology  of 
“the  control.”  When  Pasteur  was  ready  to 
test  his  anthrax  vaccine  he  infected  both  the  | 
previously  immunized  sheep  and  some  non- 
immunized  controls.  The  fact  that  the  former 
lived  and  the  latter  died  showed  that  he  had 
made  an  effective  vaccine.  Political  and  civic 
decisions  are  frequently  made,  however,  with 
no  attempt  to  obtain  a control  sample,  which 
would  help  determine  the  efficacy  of  a course 
of  action.  I attended  a school  board  meeting 
at  which  a new  math  program  was  proposed. 

A board  member  suggested  that  students  be 
divided  by  lot  into  two  groups,  one  group  to  be 
taught  by  the  new  math  and  one  by  the  old 
math,  with  some  evaluation  at  the  end  of  the 
year.  He  was  denounced  by  almost  everyone 
at  the  meeting  because  one  should  not  conduct 
“a  lottery  with  students’  lives.”  Prison 
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programs  on  rehabilitation,  Medicare  pro- 
grams to  balance  costs,  bilingual  education 
programs,  and  many  other  worthy  experi- 
ments might  be  better  handled,  and  more 
readily  improved,  if  the  initial  experiments 
had  appropriate  controls. 

These  two  examples  of  scientific  concepts 
are  directly  transferable  into  public  policy 
and  should  be  taught  to  students  at  the 
elementary,  high  school  and  college  levels. 
They  should  be  part  of  a screening  test  for 
television  anchors,  judges,  and  gubernatorial 
candidates.  Instead,  most  schools  today  are 
diminishing  science  requirements.  Even  at 
the  college  level,  the  few  universities  that 
have  general  education  requirements  allow 
them  to  be  satisfied  by  tourist-bus  surveys  of 
the  wonders  of  astronomy  or  the  marvels  of 
the  body,  rather  than  by  a more  demanding 
course  in  the  simple  logic  of  science.  Judges 
and  legislators  with  little  or  no  scientific 
training  are  making  sweeping  decisions  on 
risks  to  the  environment  and  from  nuclear 
war  and  industrial  accidents.  Common  sense 


WANTED 

Part  time  physician. 
Board  certified  or 
I board  eligible 

Internist  or 
Family  Practitioner 
for  new  office  in 
Wilmington  area. 
Must  have  valid 
Delaware  license. 
Write  to  Dept.  DMJ, 
Medical  Society 
of  Delaware 

; 1925  Lovering  Avenue, 

! Wilmington,  DE  19806 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 
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A nursirg  center  so  nice, 
he  still  calls  it  Gmndma^  house. 


Living  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that’s  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they’ve 
always  enjoyed. 

But  it’s  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It’s  the  attitude  which  flourishes  in  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
outlook.  And  this,  paired  with  the  best  nursing  a 
care  available,  can  shorten  recovery  time. 

Visit  a Leader  Nursing  Center  soon.  I g- 
It’s  a place  so  special  even  a child 
can  see  the  difference. 


NURSING  AND  REHABILITATION  CENTER 

A MwnBx  qt  Th»  Mmor  I liiaWiCn  CofnmuntTr 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)  764—0181 

* 1985  Manor  Healthcare  Corp. 


would  argue  that  an  organization  such  as  the 
Environmental  Protection  Aency  should  list 
the  major  hazards  to  health  and  evaluate  them 
systematically,  taking  the  most  important  first 
instead  of  the  most  recent  headline  case. 

Scientists  will  he  denounced  for  tyring  to 
introduce  cold-hlooded  reason  into  an  area  in 
which  warm-blooded  humanity  is  supposed 
to  reign  supreme.  But  warm  emotion  fre- 
quently gives  way  to  hot-headed  anger  and 
even  bigotry.  The  scientific  method  has  been 
the  most  effective  means  of  overcoming 
poverty,  starvation,  and  disease.  Even  those 
who  are  not  professional  scientists  can  under- 
stand its  fundamental  concepts,  which  will 
aid  their  decision-making  in  an  increasingly 
difficult  and  technological  world.  It  is  time  to 
bridge  the  “concept  gap”  by  improving  scien- 
tific literacy. 


Daniel  E.  Koshland,  Jr. 

Editor 

Science 
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J.  STITES  MCDANIEL,  JR.,  M.D. 

Dr.  J.  Stites  McDaniel,  a family  practitioner 
in  the  Dover  area  for  40  years,  died  of  cancer 
June  30,  1987,  in  Kent  General  Hospital.  He 
was  76.  Dr.  McDaniel,  who  lived  in  Heather- 
field,  served  Dover  from  1946  until  his  retire- 
ment in  1976.  He  then  became  a consultant  for 
vocational  rehahilitation,  working  until  1983. 
He  had  been  on  the  staff  of  Kent  General 
Hospital  since  1940. 

He  graduated  from  Fishburne  Military  Acad- 
emy and  Lehigh  University,  and  from  Jeffer- 
son Medical  College  in  1939.  During  World 
War  II,  Dr.  McDaniel  served  as  a flight 
surgeon  in  the  Army  Air  Corps.  He  was  a 
member  of  the  American  Medical  Association, 
the  Medical  Society  of  Delaware,  and  Kent 
County  Medical  Society,  as  well  as  Phi  Gamma 
Delta,  and  Alpha  Kappa,  and  was  a fellow  of 
the  American  Academy  of  Family  Physicians. 

Dr.  McDaniel  is  survived  by  his  wife, 
Dorothy  of  Dover;  a son,  Joseph  S.,  HI  of 
Dover;  two  daughters,  Melinda  Jane  Palmer  of 
Dover  and  Charlotte  Ann  Gustavson  of  George- 
town, Massachusetts;  a stepson  and  daughter; 
a brother;  five  grandchildren;  and  five  step- 
grandchildren.  Contributions  may  be  made  in 
Dr.  McDaniel’s  memory  to  Christ  Episcopal 
Church,  Dover. 


ISADORE  SLOVIN,  M.D. 

Dr.  Isadore  Slovin,  a Wilmington  physician 
and  surgeon,  died  July  5, 1987,  at  his  home  on 
West  Matson  Run.  He  was  73. 

Dr.  Slovin  graduated  from  the  University  of 
Delaware  in  1935  and  from  Jefferson  Medical 
College  in  1939,  serving  his  internship  at  Dela- 
ware Hospital.  He  was  on  the  obstetrics  and 
gynecology  staff  of  the  Wilmington  General 
Hospital  from  1940-1941.  During  World  War  II, 
he  was  a captain  in  the  Army  Medical  Corps 
with  the  Third  and  Ninth  armies.  From  1946  to 
1948,  Dr.  Slovin  was  on  staff  at  Metropolitan 
Hospital  in  New  York  before  returning  to 
Wilmington  to  practice. 

He  was  a member  of  the  American  Medical 
Association,  the  Medical  Society  of  Delaware, 
and  the  New  Castle  County  Medical  Society. 
He  was  also  a member  of  Alpha  Omega  Alpha 
and  Phi  Kappa  Phi,  as  well  as  the  American 
Zionist  Association. 

Dr.  Slovin  began  his  lifelong  interest  in 
music  and  the  violin  at  age  nine,  and  played 
with  the  Wilmington  Symphony  Orchestra 
and  the  Delaware  Chamber  Orchestra.  He  was 
a member  of  the  International  Violin  Makers 
Association,  once  winning  best  in  contest  with 
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a violin  he  made.  He  was  a member  of  the 
Board  of  Directors  of  the  Darlington  Fine  Arts 
Center  in  Wawa,  Pennsylvania,  where  he  set 
up  an  endowment  for  the  study  of  violin  and 
viola. 

Dr.  Slovin  is  survived  by  his  wife,  Ann  G.  of 
Wilmington;  a son,  Don  of  Wilmington,  two 
daughters,  Diane  Trachtenberg  of  Huntington 
Valley,  Pennsylvania  and  Joan  Prober  of 
Voorhees,  New  Jersey;  a brother;  and  six 
grandchildren. 

A memorial  service  was  held  at  the  Delaware 
Academy  of  Medicine  in  Wilmington  on  J uly  7. 
Contributions  may  be  made  in  Dr.  Slovin’s 
name  to  Delaware  Hospice. 
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PHYSICIANS’  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
HEALTH  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please 
COMMITTEE  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


ACCP  ANNUAL  The  53rd  Annual  Scientific  Assembly  of  the  American  College  of  Chest 
MEETING  Physicians  will  be  held  in  Atlanta,  Georgia,  October  26-30, 1987.  Reserva- 
tions should  be  made  by  August  15, 1987.  For  more  information,  please  call 
312-698-2200  or  write  Phyllis  J.  Anderson,  American  College  of  Chest 
Physicians,  911  Busse  Highway,  Park  Ridge,  Illinois,  60068. 


DISTAL 

RADIOULNAR 

JOINT 


A hands-on  course  for  career  hand  surgeons  will  be  offered  at  Hotel  Royal 
Plaza  in  Orlando,  Florida,  November  13-14,  1987.  Participants  will  be 
awarded  12 1/4  hours  of  Category  I credit  for  attendance.  Registration  should 
be  made  before  October  23, 1987.  For  more  information,  call  303-755-4588  or 
write  American  Society  for  Surgery  of  the  Hand,  3025  South  Parker  Road, 
Suite  65,  Aurora,  Colorado,  80014. 


GERONTOLOGI-  The  40th  Annual  Scientific  Meeting  of  the  Gerontological  Society  of  America 
CAL  SOCIETY  will  be  held  November  18-22,  1987  at  the  Washington  Hilton  and  Tower  in 
MEETING  Washington,  D.C.  Society  members  will  receive  information  by  mid-August. 
Others  should  call  202-393-1411  to  request  a registration  brochure. 


MEDICAL 
SOCIETY  OF 
DELAWARE 
ANNUAL 
MEETING 


Remember  to  mark  your  calendars  for  the  198th  Annual  Meeting  and 
Scientific  Session  of  the  Medical  Society  of  Delaware,  to  be  held  November  20, 
1987,  at  the  Delaware  Academy  of  Medicine,  and  November  21,  1987,  at  the 
Hotel  du  Pont  in  Wilmington.  More  information  will  follow. 


MANSURH  & I’RHTTVMAN  INC. 

t ii 

For  over  half  a century  the  name  Mansure  & Prettyman  has 
been  the  hallmark  of  enduring  excellence  in  fashions  for  men. 

It  is  your  assurance  of  quality,  value  and  service 
equal  to  the  demands  of  today’s  most  discriminating  man. 


^ ESTABLISHED  1922 

Slone  Hill  Road  Sl  Augusimc  Cui-Oll 
VISA  • MasterCard  • .Am  Ex  • WSES 
Monda\  Saiurdas  9 30-5  30 
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In  Brief 


PHYSICAL 
MEDICINE  AND 
REHABILITA- 
TION MEETINGS 


ACCESS/ABILITY  is  the  theme  for  the  Joint  Annual  Meetings  of  the 
American  Academy  of  Physical  Medicine  and  Rehahilitation,  and  the 
American  Congress  of  Rehabilitation  Medicine,  to  be  held  October  18-23, 1987, 
at  the  Marriott  World  Resort  Hotel  in  Orlando,  Florida.  For  more  information, 
please  contact  Connie  Van  Brunt  McMillan  at  312-922-9366. 


THE  PHYSICIAN  Seminar  I of  “The  Physician  in  Management”  will  be  held  at  the  Doubletree  at 
IN  MANAGE-  Fisherman’s  Wharf  in  Monterey,  California,  on  September  28  through 
MENT  SEMINAR  October  2,  1987.  A total  of  31  Category  I credit  hours  will  be  awarded  to 
participants.  For  more  information,  contact  Sherry  Mason,  American 
Academy  of  Medical  Directors,  4830  West  Kennedy  Boulevard,  Suite  648, 
Tampa,  Florida,  33609,  or  call  813-873-2000. 


PREOPERATIVE  Jefferson  Medical  College  will  present  a course  on  “Preoperative  Consultation: 
CONSULTATION  The  Surgical  Patient  with  Medical  Problems,”  on  September  16-18,  1987,  at 
the  W arwick  Hotel  in  Philadelphia.  A total  of  19  Category  I credit  hours  will  be 
awarded.  For  more  information,  contact  the  Office  of  Continuing  Medical 
Education,  Jefferson  Medical  College,  1025  Walnut  Street,  Room  G-3,  Philadel- 
phia, Pennsylvania,  19107,  or  call  215-928-6992. 


T.L.C. 

8PECIAU8T8 

We  re  not  just  m the  business  of  handling  money,  we  handle  people,  too  . . . 
day  in  and  day  out  People  like  you  who  are  important  to  our  business  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require 

Feel  free  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA.  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates 

WE’RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


SAVINGS  BANK 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 


9th  & latnall  Sts  Wilm  • Concord  Mall.  Midway  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover  Delaware 
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President’s  Page 


MANDATORY  ASSIGNMENT  - AN  ISSUE  THAT  SHOULD  GO  AWAY 


Late  in  July  the  House  Ways  and  Means  Committee  resoundingly  rejected 
proposals  by  Rep.  Brian  Donnelly  (D-MA)  to  resurrect  the  mandatory 
assignment  issue.  A dogmatic  proponent  of  mandatory  assignment,  which  is 
required  as  a condition  of  licensure  in  his  home  state  of  Massachusetts, 
Donnelly  has  repeatedly  sought  to  gain  support  for  the  concept. 

Unfortunately,  a certain  minority  of  members  of  Congress  favor  forcing 
mandatory  assignment  on  the  profession  in  spite  of  the  fact  that  nationwide 
more  than  72%  of  all  Medicare  claims  are  now  assigned.  In  Delaware,  that 
figure  is  even  higher.  According  to  Pennsylvania  Blue  Shield,  during  the 
period  October  1986  through  June  1987,  84%  of  Medicare  claims  in  Delaware 
were  assigned.  Delaware  physicians  are  to  be  commended  for  their  concern 
about  the  economic  circumstances  of  their  Medicare  patients. 

The  Medical  Society  of  Delaware  has  recently  endorsed  a program  to 
encourage  physicians  to  accept  assignment  and  to  waive  the  20%  co-pay  for 
any  patient  with  a Nemours  Health  Clinic  card.  Nemours  Clinic  patients  are 
certified  low  income  (currently  $7,300  per  year  for  a single  person  and  $10,350 
per  year  for  a couple). 

Pennsylvania  Blue  Shield  has  indicated  that  physicians  who  waive 
collection  of  the  20%  coinsurance  for  low  income  patients  do  not  violate 
Medicare  regulations.  These  regulations  are  violated  when  a physician  adopts 
an  across-the-board  policy  of  waiving  coinsurance  for  all  patients.  Also,  as 
long  as  the  physician  submits  his  or  her  normal  fee,  there  will  be  no  impact  on 
prevailing  fee  profile  data.  Pennsylvania  Blue  Shield  bases  profile  data  on 
submitted  rather  than  allowed/ paid  charges. 

Delaware  physicians  continue  to  demonstrate  that  there  is  absolutely  no 
justifiable  rationale  for  legislation  mandating  assignment. 
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The  Delaware  Chapter 
of  the 

American  College  of  Surgeons 


cordially  invites  you  to  attend  its 
Annual  Presentation 

Our  Distinguished  Guest  and  Speaker 

will  be 

Betty-Bright  Low 
Former  Research  Librarian 
Hagley  Museum  and  Library 

‘“Eye  of  newt’  and  more  drastic  treatments: 

Pierre  Didier,  M.D.,  1741-1830” 

Saturday,  September  26,  1987 
Rodney  Square  Club 

Open  Bar  and  Hors  d’Oeuvres  - 6:30  P.M. 

Dinner  - 8:00  P.M. 

Dancing  until  Midnight 

Members  - No  charge  R.S.V.P. 

Spouses  and  guests  - $30  658-7596 

Black  tie  optional 
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Medical  Ethics 


This  has  been  taken  from  the  Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  of  the  American  Medical  Association,  and  is  provided 
as  a service  by  the  Ethics  Committee  of  the  Medical  Society  of  Delaware, 
Robert  W.  Frelick,  M.D.,  Chairman. 


8.00  OPINIONS  ON  PRACTICE  MATTERS 


8.01  APPOINTMENTCHARGES.Aphysi- 

cian  may  charge  a patient  for  a missed 
appointment  or  for  one  not  cancelled 
24  hours  in  advance  if  the  patient  is 
fully  advised  that  the  physician  will 
make  such  a charge.  The  practice, 
however,  should  be  resorted  to  in- 
frequently and  always  with  the  utmost 
consideration  for  the  patient  and  his 
circumstances.  (VI)* 

8.02  CLINICS.  Physicians  practicing  in  a 
group  or  clinic  are,  both  individually, 
and  as  a group,  subject  to  the  Princi- 
ples of  Medical  Ethics.  (VI) 

8.03  CONFLICTS  OF  INTEREST:  GUIDE- 
LINES. Physician  ownership  interest 
in  a commercial  venture  with  the 
potential  for  abuse  is  not  in  itself 
unethical.  Physicians  are  free  to 
enter  lawful  contractual  relation- 

*Thesp  citations  refer  to  the  Principles  of  Medical  Ethics  which  may  be 
found  in  the  rear  of  the  1987-198H  Pictoral  Roster  of  the  Medical  Society 
of  Delaware. 
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ships,  including  the  acquisition  of 
ownership  interests  in  health  facili- 
ties or  equipment  or  pharmaceuti- 
cals. However,  the  potential  conflict 
of  interest  must  be  addressed  by  the 
following:  (1)  the  physician  has  an 
affirmative  ethical  obligation  to  dis- 
close to  the  patient  or  referring 
colleagues  his  or  her  ownership 
interest  in  the  facility  or  therapy 
prior  to  utilization;  (2)  the  physician 
may  not  exploit  the  patient  in  any 
way,  as  by  inappropriate  or  un- 
necessary utilization;  (3)  tbe  physi- 
cian’s activities  must  be  in  strict 
conformance  with  the  law;  (4)  the 
patient  should  have  free  choice  either 
to  use  the  physician’s  proprietary 
facility  or  therapy  or  to  seek  the 
needed  medical  services  elsewhere; 
and  (5)  when  a physician’s  commer- 
cial interest  conflicts  so  greatly  with 
the  patient’s  interest  as  to  be  in- 

497 


compatible,  the  physician  should 
make  alternative  arrangements  for 
the  care  of  the  patient.  (II,  III,  IV) 
8.04  CONSULTATION.  Physicians 
should  obtain  consultation  whenever 
they  believe  that  it  would  be  helpful 
in  the  care  of  the  patient  or  when 
requested  by  the  patient  or  the 
patient’s  representative.  When  a 
patient  is  referred  to  a consultant, 
the  referring  physician  should  pro- 
vide a history  of  the  case  and  such 
other  information  as  the  consultant 
may  need  and  the  consultant  should 
advise  the  referring  physician  of  the 
results  of  the  consultant’s  examina- 
tion and  recommendations  relating 
to  the  management  of  the  case.  A 
physician  selected  by  a patient  for 
the  purpose  of  obtaining  a second 
opinion  on  an  elective  procedure  is 
not  obligated  to  advise  the  patient’s 
regular  physician  of  the  findings  or 
recommendations.  (V) 


NOW  AVAILABLE! 

Beautiful  100%  silk  MSD  ties. 

The  Medical  Society  of  Delaware 
Auxiliary  has  available  fine 
quality  100%  pure  silk  ties  in  four 
colors  with  the  Medical  Society 
seal  and  banner. 

Colors  are:  navy,  ruby, 
sable,  and  gray. 

$25.00  per  tie  (boxed). 

All  profits  to  be  donated  to 
(AMA-ERF)  DIMER. 

To  order,  contact  any  Auxiliary 
member,  or  the  Medical  Society 
office  at  658-7596. 
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JEFFERSON  MEDICAL  COLLEGE 
THOMAS  JEFFERSON  UNIVERSITY 
IN  HISTORIC  PHILADELPHIA 


THE  DEPARTMENT  OF  OTOLARYNGOLOGY 
AND  THE  OFFICE  OF 
CONTINUING  MEDICAL  EDUCATION 

present 

THE  USE  OF  THE  CO,  LASER 
FOR  HEAD  AND  NECK  SURGERY 


at  Jefferson  Medical  College 
Philadelphia,  PA. 

A two  day  workshop  given  on  the  following  date 

October  9-10,  1987 


ANESTHESIOLOGISTS: 


• limited  to  28  participants 

• 8 credit  hours  in  Category  I 

• participation  in  Day  I of  each  two  day  workshop 

• fee:  $300.00 


OTOLARYNGOLOGISTS: 


• iimited  to  12  participants 

• 16  credit  hours  in  Category  I 

• participation  in  Day  I and  Day  II,  including  four 
(4)  hours  of  laboratory  exercises 

• fee;  $850.00 


Registration  fee  includes  course  syllabus, 
continental  breakfasts,  coffee  breaks,  luncheons 
and  an  evening  banquet. 

For  information  regarding  registration  call; 

Office  of  Continuing  Medical  Education 
(215)  928-6992 

For  information  regarding  course  content  call: 

LOUIS  D.  LOWRY,  M.D.,  PROGRAM  DIRECTOR 
STEVEN  R.  CHESNICK,  M.D.,  CO-DIRECTOR 
AT  (215)  928-6784 


tear  out  and  mail  to: 

THE  USE  OF  CO2  LASER  FOR  HEAD  AND  NECK  SURGERY 
Jefferson  Medical  College 
Office  of  Continuing  Medical  Education 
1025  Walnut  Street  • Philadelphia,  PA.  19107 

Name 

Address 

City 

State Zip  Code 

Date  of  workshop  you  wish  to  attend 


DELAWARE 

MEDICALJOURNAL 


VOLUME  59 
NUMBER  8 
AUGUST  1987 


CARDIAC  SURGERY  AT  THE  MEDICAL 
CENTER  OF  DELAWARE:  REVIEW  OF  THE 


FIRST  SEVEN  MONTHS 


INTRODUCTION 

The  Medical  Center  of  Delawre  inaugu- 
rated a cardiac  surgery  program  on  July  9, 
1986.  This  service  was  extended  to  pediatric 
patients  in  September  of  that  same  year.  The 
following  data  represent  a review  and  analy- 
sis  of  200  cardiac  operations  per- 
formed during  the  first  seven  months  of  the 
program. 

MATERIALS 

Of  the  200  cases  reviewed,  ten  were 
pediatric  patients.  Three  descending  tho- 
racic aneurysms  were  treated  (these  are  not 
included  in  the  statistical  information  which 
follows).  Twelve  were  isolated  valve  pro- 
cedures, 17  combined  cases,  and  158  isolated 

Dr.  Serra  is  Director  «»f  the  C'aixiiuvas^  ular  Surj-i^al  Inti-nsive  ('arc  I’nit  at 
'I’he  Medical  ('enter  of  Delaware. 

Dr.  McNicholas  is  Director  of  Pediatric  Surjjery  at  The  Medical  (’enter  of 
1 )elaware. 

Dr.  Karmilowicz  is  an  attending  vascular  surgeon  at  'I'he  Medical  Center  of 
Delaware, 

Dr  Lemole  is  ('hief  of  C’ardij)vascular  Surttery  at  'I'he  Medical  Center  of 
Delaware.  1 )r.  Demole  performed  the  first  coronary  liypass  procedure  in  the 
'IVi-State  area,  and  has  l^een  responsil>le  for  over  KI.IKK)  open  heart 
procedures. 


Dki.  Med  Jkl,  August  1987— Voi..  59,  No.  8 


A.  Jorge  Serra,  M.D. 

Kathleen  W.  McNicholas,  M.D. 
N.  Peter  Karmilpwicz,  M.D. 
Gerald  Lemole,  M.D. 


coronary  artery  bypass  procedures  (Tables  1 
and  2). 

Of  the  187  adult  patients,  127  were  men 
(67.9%)  and  60  were  women  (32.1%).  Seven 
patients  (3.7%)  had  a pre-surgical  creatinine 
level  equal  to  or  greater  than  3 mg/dl.  Five 
patients  (2.7%)  had  undergone  previous 
cardiac  surgery.  Sixty-three  patients  (33.7%) 
were  classified  as  urgent  (procedure  to  be 
performed  within  24  hours)  or  emergency 
(procedure  to  be  performed  immediately) 
(Table  3).  Thirty-six  patients  (19.3%)  had  an 
ejection  fraction  equal  to  or  below  45%.  The 
overall  projected  mortality  risk  was  7%. 

Of  the  158  patients  who  had  coronary 
artery  bypass  surgery  as  an  isolated  pro- 
cedure, 113  were  men  (71.5%)  who  ranged  in 
age  from  42  to  83  years  (average  age  60.29), 
and  45  were  women  (28.4%)  who  ranged  in  age 
from  41  to  83  years  (average  age  64.86)  (Table" 
4). 

There  was  a significant  variation  in  the 
number  of  grafts  required.  From  one  to  eight 
grafts  were  performed  (average  4.39  grafts)  in 
the  male  patients,  and  from  one  to  seven 
grafts  (average  3.93)  in  the  female  patients 
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TABLE  1 


CLASSIFICATION  OF  SURGICAL  PATIENTS 


ADULT  (CARDIAC) 


TOTAL  CASES 

(200) 

NK 


ADULT  (THOR.AORT.ANEUR. 


PEDIATRIC 


(Table  4).  Thirty-three  patients 
(20.9%)  received  internal  mammary  artery 
grafts.  Thirty-four  patients  (21.5%)  had 
experienced  recent  (within  21  days  of 
surgery)  myocardial  infarction.  Thirty-two 
patients  (20.3%)  exhibited  left  main  trunk 
stenotic  lesions  with  greater  than  50%  oc- 
clusion of  the  vessel. 


TABLE  2 

BREAKDOWN  OF  PROCEDURES 


COMBINED  PROCEDURES  17 

CABG  & RESECTION  LVA  3 

CABG  & MVR  3 

CABG  & MV  REPAIR  2 

CABG  & OMC  1 

CABG  & AVR  5 

CABG  & AVR  & MV  REPAIR 

& TV  REPAIR  1 

AVR  & MVR  2 


CABG  — CORONARY  ARTERY  BYPASS  GRAFT 
LVA  — LEFT  VENTRICULAR  ANEURYSM 
MVR  — MITRAL  VALVE  REPLACEMENT 
OMC  — OPEN  MITRAL  COMMISSUTOROMY 
TV  — TRICUSPID  VALVE 
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TABLE  3 


CHARACTER  OF  THE  SURGICAL  NECESSITY 
(ADULTS) 


Number 

Percent 

Elective 

124 

66.3% 

Urgent 

45 

24.1% 

Emergency 

18 

9.6% 

TOTAL 

187 

TABLE  4 

CABG  PATIENTS  (158) 

Median  Number  of  Grafts 
Sex  Number  Age  (Average/Patient) 


MEN  113  60.3  4.39 

(72.5%) 


WOMEN  45  64.7  3.93 

(28.5%) 
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TABLE  5 


POST-OPERATIVE  HOSPITAL  DEATH  (30  DAYS) 


Age 

Sex 

Procedure 

1.  62 

F 

AVR 

CABG 

2.  68 

M 

CABG 

3.  58 

M 

CABG 

REPAIR  LVA 

4.  71 

M 

CABG 

5.  62 

M 

CABG 

6 78 

M 

CABG 

AVR 

MV  REPAIR 
TV  REPAIR 

7.  63 

M 

CABG 

AVR 

Risk 

SBE 

REDO 

COMBINED  PROCEDURE 

SEVERE  CAD 

POST  INFARCT  ANGINA 

RECENT  Ml 

LMT  LESION 

AGE 

HYPERTENSION 
COMBINED  PROCEDURE 
SEVERE  LV  DYSFUNCTION 
(EF  25%:  LVEDP45) 

RENAL  FAILURE 
SEVERE  PVD 
AGE 

EMERGENCY 
CARDIOGENIC  SHOCK 
REDO 

CHF  (SEVERE  PULMONARY 
HYPERTENSION  AND  LV 
DYSFUNCTION  - EF  20%) 
COMBINED  PROCEDURE 
AGE 

RENAL  FAILURE 

URGENT  (POST  INFARCT  ANGINA) 
RECENT  Ml  (21  DAYS) 

RENAL  FAILURE 

(ON  PERITONEAL  DIALYSIS) 

REDO 

COMBINED  PROCEDURE 


AVR  AORTIC  VALVE  REPLACEMENT 

CABG  - CORONARY  ARTERY  BYPASS  GRAFT 

CAD  CORONARY  ARTERY  DISEASE 

CHF  CONGESTIVE  HEART  FAILURE 

EF  EJECTION  FRACTION 

LMT  LEFT  MAIN  TRUNK 

LVA  LEFT  VENTRICULAR  ANEURYSM 

LVEDP  - LEFT  VENTRICULAR  END  DIASTOLIC  PRESSURE 

Ml  MYOCARDIAL  INFARCTION 

MV  MITRAL  VALVE 
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TABLE  6 

MORTALITY  - ISOLATED  CABG 


Character  of  Procedure 
Non-complicated  (elective) 
Complicated  (emergency/urgent) 
Total 


# of  Patients 
103 
55 
158 


CABG  = Coronary  Artery  Bypass  Grafting 


Deaths 

0 (0%) 

3 (5.5%) 
3 (1.9%) 


Out  of  the  entire  group,  103  patients  (65.2%) 
had  non-complicated  elective  isolated  coro- 
nary artery  bypass  graft  (GABG)  procedures. 

RESULTS  AND  DISCUSSION 

Overall  intra-operative  mortality  was 
limited  to  one  patient  (0.5%).  Death  during 
the  early  post-operative  period  (within  30 
days  of  surgery)  occurred  in  six  patients  (3%) 
(Table  5).  There  were  three  deaths  in  the 
isolated  CABG  group.  No  deaths  occurred 
among  the  103  non-complicated  elective, 
isolated  bypass,  pediatric,  or  descending 
thoracic  aortic  aneurysm  surgery  groups 
(Table  6). 

Comparing  our  results  with  those  from  a 
leading  U.S.  institution,^  it  is  evident  that: 

1.  We  had  an  older  patient  population. 

2.  We  had  a higher  percentage  of  women 
patients. 

3.  We  performed  a higher  overall  number 
of  grafts  per  patient. 

4.  We  had  a significantly  higher  number  of 
patients  who  had  myocardial  infarction  with- 
in 21  days  of  surgery. 

5.  There  was  a favorable  ratio  (0.5%) 
between  early  post-operative  mortality  ex- 
perience and  estimated  pre-operative 
mortality  risk. 

6.  All  deaths  occurred  among  very  high 
risk  patients. 

7.  No  deaths  occurred  among  the  elective, 
non-complicated,  isolated  CABG  group. 

SUMMARY 

We  consider  these  results  to  be  highly 
satisfactory.  This  outcome  is  due  in  part  to 
the  strong  team  spirit  fostered  by  The  Medi- 
cal Center  administration;  Chizuko  Williams, 


R.N.,  and  her  staff;  our  cardiac  surgery  OR 
nurses;  and  all  Cardiovascular  Intensive 
Care  and  Step-Down  Unit  personnel.  For  this 
we  express  gratitude  to  the  cardiologists 
and  medical  and  surgical  attending  staff  of 
Christiana  Hospital  for  their  strong  support 
in  the  care  of  these  patients. 

REFERENCE 

1.  Cosgrove  DM,  Loop  FD,  et  al.  Primary  myocardial  revascularization- 
trends  in  surgical  mortality.  J Thor  Cardio  Surg.  1984;  88:673-686. 


EMERGENCY  MEDICINE- 
COSTAL  MARYLAND 

24-bed  ER  w/45K  annual  census, 
at  380+  bed  Level  II  regional 
trauma  center,  provides  EMS 
command  & flight  service  to 
250K  drawing  area  25  miles  from 
ocean.  5-man  P.A.  desires 
BE/BC  EM  or  FP,  IM  GS  w/exp. 
Excellent  community  & housing. 
Competitive  financial  pkg. 

Contact  Amy 
Tyler  & Co. 

9040  Roswell  Rd. 
Atlanta,  GA  30350 

Call 

(404)  641-6411 
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THALLIUM  SCANS  OF  THE  HEART: 
COMPARISON  WITH  CORONARY 
ANGIOGRAPHY  IN  135  PATIENTS 


Patrice  A.  Wise,  B.S.,  CNMT 
Vidya  V.  Sagar,  M.D. 


INTRODUCTION 

For  the  past  ten  years,  myocardial  imaging 
with  thallium-201  has  been  available  as  a 
diagnostic  tool  to  evaluate  the  status  of  coro- 
nary arteries.  However,  recent  improvements 
in  instrumentation,  tomography,  and  quanti- 
tation have  enhanced  the  sensitivity  and 
specificity  of  this  test.  More  than  4,000 
thallium  studies  have  been  performed  during 
the  last  ten  years  at  The  Medical  Center  of 
Delaware.  We  report  our  experience  over  a one 
year  period  with  thallium  scans  in  135  patients 
who  also  had  coronary  arteriograms. 

METHODS  AND  MATERIALS 

In  order  to  evaluate  the  sensitivity  and 
specificity  of  thallium  scans,  we  have  com- 
pared the  results  of  1107  thallium  scans  with 
coronary  arteriography  in  135  patients.  We 
randomly  selected  a one  year  period  from 
October,  1985  through  October,  1986  for  com- 

Ms.  Wise  is  a nuclear  medicine  technologist  at  The  Medical  Center  of 
Delaware,  and  educational  coordinator  of  the  Nuclear  Medicine  Technology 
Program  at  Delaware  Technical  and  Community  College. 

Dr.  Sagar  is  the  associate  director  of  the  Division  of  Nuclear  Medicine,  and  a 
senior  in  the  Department  of  Medicine  at  The  Medical  Center  of  Delaware. 
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parison.  The  interpretation  of  the  thallium 
scans  was  done  primarily  by  one  physician  to 
address  two  specific  objectives.  The  first  was 
an  overall  interpretation  whether  the  thallium 
scan  was  normal  or  abnormal.  The  second 
objective  was  to  identify  the  status  of  the 
individual  vessels  based  on  the  segments  of 
myocardium  involved.  These  data  were  then 
compared  with  the  report  of  the  coronary 
arteriogram.  Each  patient  had  the  usual  area 
of  distribution  in  the  right  coronary  (RCA),  left 
anterior  descending  (LAD),  and  circumflex 
(LCx)  arteries  mapped  on  the  thallium  scan 
(Fig.  1).  From  the  coronary  arteriography 
report,  it  was  possible  to  identify  the  involve- 
ment of  each  of  these  vessels. 

Similar  analyses  have  been  conducted  over 
the  past  few  years  as  part  of  a quality  assur- 
ance program.  In  these  previous  studies,  we 
compared  an  equal  number  of  coronary  arterio- 
grams and  thallium  scans.  During  the  first 
study,  conducted  over  a five  month  period,  290 
thallium  scans  were  compared  to  55  coronary 
arteriograms.  The  second  study,  conducted 
over  a three  month  period,  resulted  in  281 
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FIGURE  1 

Schematic  representation  of  coronary  artery 
distribution  to  the  left  ventricular  myocardium. 

thallium  scans  compared  to  the  results  of  50 
coronary  arteriograms. 

In  order  to  adequately  report  the  sensitivity 
and  specificity  of  the  thallium  scans,  we 
expanded  our  present  study  to  a one  year 
period  during  which  1107  thallium  scans  were 
completed  and  compared  to  135  coronary 
arteriograms. 

TECHNIQUES  OF  THALLIUM  SCANNING 

The  patient  history  is  obtained  along  with 
written  consent,  and  a baseline  12-lead  electro- 
cardiogram is  performed.  Pressure-sensitive 
electrodes  are  placed  on  the  chest  after  ade- 
quate skin  preparation.  An  indwelling  Teflon 
catheter  is  inserted  into  a vein  of  the  right  arm 
to  facilitate  the  injection  of  the  tracer  material 
during  exercise.  Blood  pressure  is  monitored 
at  rest  and  at  each  stage  of  exercise  throughout 
the  study.  Exercise  is  performed  on  a treadmill 
according  to  the  Bruce  protocol  and  is  super- 
vised by  a cardiologist.  According  to  Kaul,  et 
al,  optimum  stress  is  considered  to  be  the 
achievement  of  85%  of  the  maximum  predicted 
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heart  rate  for  the  patient’s  age.^  Exercise  may 
be  terminated  before  the  desired  heart  rate  due 
to  onset  of  chest  pain,  shortness  of  breath, 
fatigue,  lightheadedness,  elevation  or  depres- 
sion of  ST  segment,  significant  arrythmias,  or 
alterations  in  systohc  blood  pressure.^  When 
the  patient  has  reached  peak  exercise,  2.5  - 3.0 
mCi  201  thallium  (thallous  chloride)  is  injected 
through  the  indwelling  catheter  and  the  patient 
is  asked  to  continue  exercise  at  the  same 
workload  for  another  minute. 

Myocardial  imaging  is  begun  as  soon  as 
possible  and  no  later  than  ten  minutes  after 
completion  of  the  exercise.  Images  are  ob- 
tained on  a Siemens  LEM  camera  interfaced  to 
a Medical  Data  System  computer  (MDS  - A^), 
in  the  anterior  and  left  anterior  oblique  projec- 
tions at  45°  and  70°  angulations  for  five 
minutes  per  image.  Each  image  has  at  least 
500K  counts.  Redistribution  images  are  ob- 
tained three  hours  post-injection  with  the 
imaging  parameters  remaining  constant. 

RESULTS 

In  our  one  year  study,  a total  of  1 107  thallium 
scans  were  completed  (Table  1).  Of  these 
patients,  158  of  the  1107  underwent  coronary 
arteriography.  Initial  thallium  scans  had  not 
been  obtained  in  23  of  the  158  patients  prior  to 
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TABLE  1 

COMPARISON  OF  THREE  THALLIUM  SCAN  STUDIES 


ONE  YEAR  STUDY 


QUALITY  ASSURANCE 

PROGRAM 

5 MONTH  STUDY  3 MONTH  STUDY 


TOTAL  NUMBER 
OF  THALLIUM  SCANS 

1107 

290 

281 

TOTAL  NUMBER  OF 
CORONARY  ARTERIOGRAMS 

135 

55 

50 

COMPARATIVE 

CORRELATION 

96% 

91% 

94% 

TOTAL  VESSELS 
ANALYZED 

405 

164 

150 

RCA  - RIGHT  CORONARY 

95% 

89% 

89% 

LAD  - LEFT  ANTERIOR 
DESCENDING 

92% 

89% 

89% 

LCx  - LEFT  CIRCUMFLEX 

96% 

98% 

95% 

SENSITIVITY 

88% 

SPECIFICITY 

82% 

surgical  intervention  (CABG,  PCTA)  and  their 
post-operative  thallium  studies  were  normal. 
These  23  patients  were  excluded  from  further 
analysis.  Our  data  reflects  135  patients  in 
whom  405  vessels  were  analyzed. 

The  overall  comparative  corrrelation  be- 
tween findings  on  the  thallium  scan  and  coro- 
nary arteriography  was  96%.  This  value  repre- 
sents the  final  impression  reported  on  both  the 
thallium  scan  and  coronary  arteriogram  as 
being  either  normal  or  abnormal.  Coronary 
stenosis  greater  than  50%  of  luminal  diameter 
was  considered  to  be  significant  and  included 
for  analysis.^  Vessel  by  vessel  comparison  of 
thallium  distribution  with  arteriogram  showed 
RCA  — 95%,  LAD  — 92%,  and  LCx  — 96%. 
Sensitivity  and  specificity  are  also  reported 
(Table  2). 

Results  from  the  two  previous  studies  are 
summarized  (Table  1).  In  the  first  five  month 
period,  the  overall  comparative  correlation 
between  thallium  scans  and  coronary  arterio- 
grams was  91%.  Individual  vessel  analysis  by 
arteriography  and  thallium  scan  showed  the 
following  correlation:  RCA  — 89%,  LAD  — 
89%,  and  LCx  — 98%.  The  second  study 


provided  similar  results.  The  comparative 
correlation  of  overall  findings  of  both  thallium 
scan  and  arteriography  reports  was  94%. 
Individual  vessel  analysis  from  both  proce- 
dures provided  a similar  correlation:  RCA  — 
89%,  LAD  — 89%,  and  LCx  — 95%. 

DISCUSSION 

Myocardial  perfusion  imaging  using  thal- 
lium-201 in  conjunction  with  exercise  electro- 
cardiography is  currently  the  best  available 
non-invasive  method  of  evaluating  the  status 
of  the  coronary  arteries.  Exercise  electro- 
cardiography by  itself  has  unacceptable  false 
negative  and  false  positive  rates  when  used  for 
screening  unsuspected  coronary  artery 
disease.'*  Coronary  arteriogram  remains  the 
gold  standard  for  evaluating  the  reduction  in 
luminal  diameter  of  the  coronary  arteries. 
However,  the  physiological  significance  of  bor- 
derline anatomic  occlusion  of  coronary  arteries 
may  be  better  assessed  using  a thallium  study. 
We  have  found  this  to  be  true  in  the  findings  of 
our  one  year  study  in  which  the  number  of 
coronary  arteriograms  decreased  in  relation  to 
the  number  of  thallium  studies  obtained  in  this 
period. 
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TABLE  2 

SENSITIVITY  AND  SPECIFICITY  OF  COMPARISONS 

THALLIUM  SCAN 


CORONARY 

ARTERIOGRAM 


ONE  YEAR  STUDY 

POSITIVE 

NEGATIVE 

POSITIVE 

(TRUE  POSITIVES) 
90 

(FALSE  NEGATIVES) 
12 

NEGATIVE 

(FALSE  POSITIVES) 
6 

(TRUE  NEGATIVES) 
27 

SENSITIVITY  (%) 


NUMBER  OF  TRUE  POSITIVES 

NUMBER  OF  TRUE  POSITIVES  + NUMBER  OF  FALSE  NEGATIVES 


X 100 


SPECIFICITY  (%) 


NUMBER  OF  TRUE  NEGATIVES 

NUMBER  OF  FALSE  POSITIVES  + NUMBER  OF  TRUE  NEGATIVES 


X 100 


The  distribution  of  radioth allium  in  the  left 
ventricular  myocardium  is  proportional  to  the 
blood  flow  at  peak  exercise.  Hence,  it  is 
essential  that  the  patient  achieves  at  least  85% 
of  the  predicted  heart  rate  for  the  study  to  be 
valid.'  Though  myocardial  perfusion  images 
were  used  initially  to  evaluate  the  presence  or 
absence  of  coronary  artery  disease,  the  study 
is  increasingly  being  utilized  to  assess  the 
degree  and  severity  of  coronary  artery  occlu- 
sion and  thus,  to  some  extent,  for  prognostic 
implications.  Thallium  scans  are  performed 
after  coronary  arteriography  in  order  to  assess 
the  continued  physiological  significance  of  an 
angiogram  with  borderline  coronary  artery 
occlusion.  Even  though  thallium  images  can- 
not quantitate  the  percent  of  occlusion  of  each 
coronary  artery,  our  correlation  with  the  coro- 
nary arteriogram  has  been  excellent,  and  our 
data  compares  favorably  with  the  published 
data.^ 

In  spite  of  the  improvements  in  the  data 
acquisition  and  analysis  of  thallium  perfusion 
images,  interpretation  of  thallium  studies  is 
still  difficult.  The  overlapping  supply  of 
various  coronary  arteries  makes  identification 
of  the  individual  vessel  uncertain.  Even 
though  quantitative  analysis  often  helps  to 
increase  the  confidence  level  of  interpretation 
from  analog  (unprocessed)  images,  it  is  easier 
to  create  false  positive  studies  from  quanti- 
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tative  analysis  alone.  Hence,  thallium  studies 
are  interpreted  with  careful  attention  to  the 
analog  (unprocessed)  images,  the  processed 
images,  and  the  quantitative  data  (Figs.  2 and 

3). 

In  addition  to  identifying  patients  with  a 
high  likelihood  of  coronary  artery  disease  and 
assessing  the  severity  of  involvement,  myo- 
cardial perfusion  images  are  increasingly 
being  utilized  to  follow  patients  who  have  had 
surgical  interventions  such  as  bypass  surgery 
or  coronary  angioplasty.  Development  of  new 
symptoms  after  bypass  surgery  or  angioplasty 
calls  for  investigation  for  which  the  thallium 
study  is  presently  the  most  reliable  non-inva- 
sive  test.® 

Table  2 outlines  the  overall  sensitivity  for 
the  135  patients.  Reconsider  for  a moment  the 
23  patients  initially  excluded  from  the  study. 
These  patients  had  normal  thallium  scans  and 
normal  arteriograms  after  bypass  or  angio- 
plasty. If  we  incorporate  these  patients  into 
the  current  study,  we  find  that  the  specificity 
increases  to  89%.  In  addition,  even  though 
coronary  arteriography  is  considered  the  gold 
standard,  there  is  a sub-group  of  symptomatic 
patients  with  normal  angiograms  and  abnor- 
mal thallium  scans.  Whether  these  are  truly 
false  positive  thallium  scans  or  represent  true 
positive  studies  for  small  vessel  disease  and 
hence  false  negative  arteriograms  is  debatable. 
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FIGURE  2 

Unprocessed  images  of  a patient  with  normal 
coronary  arteries.  There  is  uniform  distribu- 
tion of  thallium  throughout  the  left  ventricular 
myocardium  in  the  stress  (a)  and  redistribution 

(b)  images.  Quantitative  analysis  of  the  nor- 
mal images  using  a circumferential  profile 
technique,  where  each  segment  of  myocar- 
dium is  analyzed  for  the  amount  of  thallium 

(c) .  Thallium  perfusion  and  washout  is 
graphically  displayed  by  the  superimposition 
of  the  stress  (continuous  line)  and  redistri- 
bution (dotted  line)  curves  (d). 
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FIGURE  3 

Unprocessed  images  of  a patient  with  a 
history  of  chest  pain.  There  is  decrease  in 
perfusion  involving  the  anterior  wall,  supplied 
by  the  LAD,  demonstrated  in  the  stress  (a)  and 
redistribution  (b)  images.  Quantitative  analy- 
sis of  the  anterior  view  (c)  suggests  exercise 
induced  ischemia  of  the  LAD,  demonstrated 
by  the  overlapping  of  the  stress  and  redistribu- 
tion curves  (d). 
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CONCLUSION 

A sampling  of  thallium  scan  interpretations 
performed  over  a one  year  period  showed  a 
high  degree  of  correlation  with  the  coronary 
arteriogram. 
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♦ 

Incidental  Adrenal  Adenoma 


The  widespread  use  of  computed  tomo- 
graphy (CT)  is  leading  to  an  increased  detec- 
tion of  smaller  abdominal  masses  which  would 
not  have  heen  identified  previously  hy  conven- 
tional radiography.  Incidental  discovery  of  an 
adrenal  mass  on  CT  in  patients  who  have  no 
clinical  or  hiochemical  evidence  of  adrenal 
pathology  and  without  a known  primary 
malignant  neoplasm  is  not  uncommon.  Most 
are  non-functioning  adrenal  adenomas  or 
nodular  hyperplasia.^’^ 

The  normal  adrenals  are  quite  variable  in 
size,  ranging  two  to  four  centimeters  in  length 
and  one  to  three  centimeters  in  width.  Absolute 
measurements  are  believed  less  valuable  a 
criterion  in  terms  of  normal  or  abnormal  than 
the  shape  of  the  gland.  A spherical  gland  is 
never  normal.^ 


Benign  non-functioning  adenomas  have 
been  reported  at  autopsy  in  2-8%  of  the  popula- 
tion.^ The  frequency  of  small  incidental 
adrenal  masses  on  CT  examinations  has  been  i 
shown  to  be  0.6%'  The  incidence  of  adrenal  j 
adenomas  is  greater  in  women,  increases  with  \ 
age,  and  is  greater  in  patients  with  hyper-  » 
tension,  diabetes,  and  cancer.^  Significantly,  | 
CT  differentiation  between  functioning  and 
non-functioning  adenomas  cannot  be  made; 
the  distinction  is  clinical. ^ Of  interest  also  is 
the  fact  that  a clinically  hyperfunctioning  ■ 
gland  may  present  as  a normal  sized  gland. 

Adrenal  tumors  can  be  classified  into  those 
without  apparent  function  (eg,  adenoma,  ^ 

carcinoma,  cyst,  ganglioneuroblastoma-neuro-  | 

blastoma,  rarely  myelolipoma,  and  adenoli- 
poma)  and  tumors  with  function  (eg,  adenoma 
causing  Cushing  syndrome  or  primary  hyper- 

4 
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aldosteronism,  pheochromocytoma,  and 
carcinoma). 

The  non-functioning  adenoma  is  usually 
less  than  three  centimeters,  single,  well- 
marginated,  fairly  homogeneous  in  CT  density, 
and  shows  enhancement  with  intravenous 
contrast  medium.  Adrenal  carcinomas  are 
larger,  with  irregular,  poorly  defined  margins, 
inhomogeneous  CT  density  from  necrosis, 
local  invasion,  or  distant  metastases.® 
Primary  adrenal  carcinoma  is  usually  uni- 
lateral, with  metastatic  disease  most  often 
involving  both  adrenals.  The  adrenals  are  the 
fourth  most  frequent  site  of  hematogeneous 
metastases,  with  lung  carcinoma  the  most 
common  source,  followed  by  carcinoma  of 
breast,  thyroid,  colon,  and  melanoma.^ 

Because  it  is  less  expensive  in  comparison  to 
CT,  and  perhaps  more  importantly  because 
there  is  no  ionizing  radiation,  the  value  of 
ultrasound  should  be  assessed.  Marchal,  et  al, 
recently  claimed  an  ultrasound  visualization 
rate  of  92%  for  the  right  adrenal  and  71%  for 
the  left  adrenal.^  In  comparison,  99%  of  the 
adrenal  glands  have  been  detected  by  thin 
section  CT.^  However,  even  with  the  excellent 
resolution  of  newer,  real-time  equipment,  ultra- 
sound examination  remains  user-dependent. 
The  examination  is  often  time  consuming  and 
difficult,  in  that  imaging  of  the  entire  gland  in 
a single  plane  is  virtually  impossible  due  to  its 
complex  shape.  Ultrasound  becomes  helpful 
in  distinguishing  an  adrenal  cyst  from  water 
density  adrenal  masses  with  an  atypical  CT 
appearance. 

A practical  approach  to  management  of  the 
unsuspected  adrenal  mass  is  suggested  by 
Glazer,  et  al:' 

1.  Adrenal  masses  smaller  than  three  centi- 
meters in  diameter  are  presumed  non-func- 
tioning adenomas  in  the  absence  of  clinical 
evidence  of  adrenal  hyperfunction  and  no 
known  primary  malignancy,  as  carcinomas 
under  three  centimeters  in  diameter  have  sel- 
dom been  reported.'"  A nonoperative  approach 
is  warranted  in  this  case,  with  serial  follow-up 
CT  scans  to  document  lack  of  growth  or  change 
in  appearance.  Optimal  management  requires 
a repeat  scan  in  two  to  three  months  followed 
by  one  in  six  months,  and  then  another  in  one 
year.- 

2.  Lesions  larger  than  three  centimeters  in 


size  require  further  investigation,  including 
needle  biopsy. 

3.  Adrenal  nodules  in  patients  with  known 
malignancy  are  not  necessarily  metastases. 
Needle  biopsy  is  advised. 

With  the  improved  delineation  of  spatial 
relationships  of  the  gland  to  adjacent  organs 
found  with  CT,  and  in  essence  no  user 
dependency,  CT  has  become  an  effective  tool 
for  adrenal  evaluation. 
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DELEGATE'S  REPORT: 

1987  ANNUAL  MEETING  OF  THE  AMA  HOUSE 
OF  DELEGATES 


The  annual  meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  Illinois,  June 
21-25,  1987.  The  Medical  Society  of  Delaware 
was  represented  by  one  delegate,  Daniel  A. 
Alvarez,  M.D.  It  is  the  intention  of  this  report 
to  focus  on  the  most  important  business  trans- 
acted during  the  1987  annual  meeting  as  well 
as  any  business  that  might  be  of  particular 
interest  to  the  Medical  Society  of  Delaware. 

There  were  406  delegates  seated,  including 
327  representing  state  medical  associations, 
69  representing  national  medical  specialty 
societies  and  10  section  and  service  delegates 
representing  medical  schools,  resident  phy- 
sicians, hospital  medical  staffs,  young  phy- 
sicians, Army,  Navy,  Air  Force,  USPHS,  and 
the  VA. 

Outgoing  AMA  president  John  J.  Coury,  Jr., 
M.D.,  was  commended  by  the  House  for  his 
outstanding  dedication  and  service  to  the  pro- 
fession. William  S.  Hotchkiss,  M.D.,  a thoracic 
surgeon  from  Chesapeake,  Virginia,  was  in- 
stalled as  the  new  president  of  the  AMA 
during  an  impressive  ceremony  on  Wednesday 
evening.  In  his  inaugural  address,  he  noted 
the  past  unqualified  success  of  the  Medicare 


program,  but  also  its  current  and  future 
problems,  offering  the  AMA’s  recent  proposal 
for  massive  restructuring  of  the  Medicare 
system  as  a means  to  continue  to  provide 
access  to  quality  care  by  Medicare  bene- 
ficiaries. He  admonished  physicians  to  be 
patient  advocates  and  to  refuse  to  buckle  under 
to  government  or  corporate  pressure  to  deliver 
less  than  the  best  patient  care.  Dr.  Hotchkiss 
also  advised  physicians  to  promote  peer  review 
and  not  to  be  afraid  to  face  the  fact  that  a few 
physicians  are  not  fit  to  practice  medicine  and 
must  be  removed  from  the  system.  But,  he  also 
congratulated  the  AMA  for  convincing  the 
government  that  the  current  PRO  procedures 
must  be  altered  to  offer  physicians  due  process 
of  the  law.  He  urged  physicians  to  be  active  in 
the  effort  to  inform  and  educate  the  public  re- 
garding the  threats  to  their  health,  with  par- 
ticular mention  of  AIDS,  teen-age  suicide,  and 
teen-age  pregnancy.  Dr.  Hotchkiss  called  on 
physicians  to  use  their  hearts  more  in  the 
practice  of  medicine  and  to  strengthen  their 
commitment  to  the  profession  and  the  AMA  as 
a mission  of  patient  advocacy  and  upholding  a 
standard  of  excellence. 
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Other  AMA  officers  elected  at  the  meeting 
included  President-Elect  James  E.  Davis,  M.D., 
a surgeon  from  Durham,  North  Carolina,  a 
physician  long  active  in  organized  medicine 
who  has  served  as  president  of  the  North 
Carolina  Medical  Society  and  Speaker  of  the 
House  of  Delegates  of  the  AMA.  John  L. 
Clowe,  M.D.,  a family  practitioner  from  New 
York  and  Past  Vice  Speaker  of  the  House  was 
elected  Speaker;  Daniel  H.  Johnson,  Jr.,  M.D., 
a radiologist  from  Louisiana,  was  elected  Vice 
Speaker.  Four  Trustees  were  re-elected:  John 
D.  Dawson,  M.D.,  Washington;  Ray  W. 
Gifford,  Jr.,  M.D.,  Ohio;  Robert  E.  McAfee, 
M.D.,  Maine;  and  Joseph  T.  Painter,  M.D., 
Texas.  Newly  elected  as  Resident  Trustee  was 
Timothy  D.  Baldwin,  M.D.,  Washington. 

There  was  little  of  particular  interest  re- 
garding AMA  finances.  Revenues  in  Fiscal 

1986  totaled  $140,729,000,  and  expenses  for  the 
same  year  were  $133,323,000.  There  will  be  no 
dues  increase  in  1988,  but  an  increase  will  be 
considered  for  1989. 

Probably  the  most  discussed  issue  at  the 

1987  meeting,  and  certainly  the  topic  which 
attracted  the  most  media  attention,  was  the 
prevention  and  control  of  AIDS.  Recommenda- 
tions included  in  the  Board  of  Trustees  Report 
YY  addressed  the  AMA’s  primary  concern 
that  there  should  be  a judicious  balance  be- 
tween the  well-being  of  the  HIV  positive 
patients  and  the  protection  of  the  public  health. 
There  were  a number  of  resolutions  introduced 
regarding  AIDS,  and  the  reference  committee 
to  which  the  issue  was  assigned  was  well 
attended.  Delegates  argued  and  supported 
opposite  extremes  of  the  issue.  Some  supported 
compulsory  HIV  testing  for  numerous  groups 
such  as  marriage  license  applicants,  all  hos- 
pital admissions,  or  all  surgical  patients. 
Others  supported  confidentiality  primarily 
and  were  opposed  to  compulsory  testing  across 
the  board. 

The  House  of  Delegates  ultimately  approved 
the  Board  of  Trustees’  report  with  several 
revisions.  The  AMA  is  directed  to  closely 
follow  AIDS  development.  The  major  directive 
of  the  adopted  policy  is  that  education  con- 
tinues to  be  the  major  weapon  in  halting  the 
spread  of  the  disease  and  that  physicians  must 
educate  themselves  as  well  as  the  public.  The 
House  also  called  for  mandatory  testing  for  the 
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AIDS  virus  for  blood,  organ,  or  other  tissue 
donors,  for  immigrants  to  the  U.S.,  and  for 
military  personnel.  In  addition,  voluntary 
testing  was  promoted  for  high  risk  patients, 
particularly  those  about  to  undergo  surgery  or 
other  invasive  procedures.  Furthermore,  the 
House  suggested  that  if  voluntary  testing  is 
not  widely  accepted,  hospitals  may  be  prudent 
to  consider  mandatory  testing. 

The  issue  that  seemed  to  cause  the  second 
largest  amount  of  discussion  and  controversy 
among  the  delegates  was  that  of  the  proposed 
establishment  of  a new  section,  and  thus  a 
delegate  in  the  House,  for  foreign  medical 
graduates.  Although  the  section  was  recom- 
mended by  the  Trustees  and  the  section  was 
widely  supported  by  FMGs  who  were  quite 
vocal,  the  reference  committee  recommended 
that  such  a section  was  not  in  the  best  interest 
of  FMGs.  They  cited  current  mainstreaming 
of  FMGs  and  the  fear  that  special  interests  and 
conflicts  might  likely  arise  in  such  a section  of 
diverse  background  FMGs.  The  House  con- 
curred with  the  committee,  and  the  proposed 
FMG  section  was  defeated.  Instead,  FMGs 
were  encouraged  by  the  House  to  become 
actively  involved  within  their  local,  state,  and 
specialty  societies. 

Another  somewhat  controversial  issue  was 
that  of  physicians  dispensing  drugs.  There 
were  those  who  were  adamant  that  dispensing 
is  the  right  of  the  physician  while  others 
questioned  the  need  in  a time  of  seemingly 
adequate  accessibility  to  retail  pharmacies. 
The  consensus  of  the  discussion  seemed  to  be 
that  dispensing  by  physicians  in  certain  cir- 
cumstances was  beneficial  and  even  necessary 
for  the  patient.  Above  all,  this  was  another 
area  of  potential  intrusion  by  the  government 
into  the  profession’s  realm  of  practice.  The 
House  finally  adopted  a policy  that  the  AMA 
should  support  the  physician’s  right  to  dis- 
pense drugs  and  devices  when  it  is  in  the  best 
interest  of  the  patient  and  consistent  with 
AMA  ethical  guidelines. 

The  largest  single  issue  of  business  of  the 
1987  meeting  was  the  work  to  approve  the  new 
health  policy  agenda  for  the  American  people. 
One  reference  committee  was  devoted  entirely 
to  the  agenda  which  included  195  recommenda- 
tions, the  results  of  five  years  of  study  by 
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representatives  of  172  different  health,  busi- 
ness, government,  and  consumer  groups.  The 
effort  was  begun  in  order  to  address  concerns 
which  came  about  because  of  new  technology, 
rapid  changes  in  health  care  delivery,  man- 
power, education,  and  great  concerns  about 
the  cost  of  health  care.  The  AMA  felt  that 
short-term  and  piecemeal  decisions  were  detri- 
mental to  the  system  and  that  a re-examination 
of  the  basic  values  upon  which  the  health  care 
system  is  based,  as  well  as  a long-range 
comprehensive  policy,  was  needed  to  guide  the 
health  profession,  government,  and  the  public. 
Recommendations  were  made  in  the  areas  of 
education  of  health  care  professionals,  pro- 
viding technology  and  facilities,  organizing 
resources,  communicating  health  information, 
ensuring  quality,  paying  the  bill,  and  medical 
research.  It  is  a comprehensive  work  that 
cannot  possibly  be  addressed  in  this  brief 
report,  but  one  that  is  available  from  the  AMA, 
either  in  a full  detailed  report  or  in  an  excellent 
summary  booklet.  The  House  adopted  the 
great  bulk  of  the  HPA  recommendations  as 
policy  and  modified  others.  The  final  version 
will  be  available  in  August. 

Peer  review  organizations  continued  to 
attract  the  attention  of  the  House  of  Delegates. 
The  issue’s  importance  was  apparent  from  the 
large  number  of  resolutions  introduced  that 
dealt  with  PROs.  The  Council  on  Medical 
Service  submitted  a report  on  AMA’s  activities 
including  its  recently  achieved  agreement 
between  the  AMA,  HCFA,  OIG,  and  the  AARP. 
Some  points  of  this  agreement  include:  more 
adequate  notice  to  physicians  on  the  basis  of 
charges  and  the  physician’s  rights;  elimina- 
tion of  requirement  of  newspaper  notice  of 
sanction;  exclusion  of  PRO  physicians  in  direct 
economic  competition;  exclusion  of  screening 
PRO  physicians  from  voting  on  the  sanction; 
the  right  to  postponement  of  hearings  for  good 
cause;  and  a commitment  to  expedite  admini- 
strative law  judge  review.  The  AMA  report 
also  included  a reinforcement  of  the  view  that 
PROs  should  be  oriented  toward  assuring 
quality  through  non-punitive,  educational 
approaches. 

In  other  actions  related  to  PROs,  the  House 
adopted  a resolution  asking  the  AMA  to  work 
toward  an  amendment  to  the  Medicare  law  to 
eliminate  the  notice  of  Medicare  denial  of 
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payment  based  on  adverse  quality  of  care  until 
all  review  and  appellate  avenues  are  ex- 
hausted. The  House  also  asked  the  AMA  to 
seek  further  amendments  to  the  PRO  law, 
including  a modification  of  the  definition  of 
“gross  and  flagrant”;  expedition  of  hearing  in 
case  of  an  “imminent  hazard”;  and  a physician 
of  the  same  specialty  to  review  cases  prior  to 
formal  denials  being  sent.  The  House  also 
asked  the  AMA  Board  to  study  whether  the 
AMA  should  seek  total  repeal  of  the  current 
PRO  law. 

The  subject  of  physician  DRGs  received  the 
attention  of  all  delegates.  The  House  expressed 
strong  support  for  AMA’s  opposition  to  in- 
cluding any  physicians  in  the  DRG  program. 
With  unanimous  approval,  the  House  recom- 
mended that  the  AMA  continue  vigorous  op- 
position to  any  proposal  that  would  reimburse 
physicians  according  to  DRGs,  specifically 
that  the  AMA  use  all  its  resources  in  its 
opposition  to  include  RAPs  under  in-hospital 
DRGs;  that  the  AMA  continue  its  work  to 
encourage  members  of  Congress  to  support 
concurrent  resolutions  H.  30  and  S.  15;  and 
encourage  physicians  to  seek  patient  support 
in  opposing  physicians  being  included  in  DRG 
reimbursement  plans. 

Similarly  to  PROs,  the  number  of  resolutions 
introduced  indicated  the  multitude  of  problems 
physicians  are  experiencing  with  various  pro- 
visions of  OBRA.  After  lengthy  discussion, 
the  House  asked  the  AMA  to  use  all  appro- 
priate means  to  rescind  those  regulations  and 
statutes  which  unfairly  discriminate  against 
health  providers;  to  specifically  request  Con- 
gress to  rescind  the  “incentive”  regarding 
hospital  referral  of  patients  to  participating 
physicians;  to  eliminate  financial  incentives 
to  Medicare  carriers  for  signing  large  numbers 
of  participating  providers;  and,  most  em- 
phatically, to  rescind  the  provision  that  re- 
quires nonparticipating  surgeons  to  provide 
written  estimates  of  patients’  charges  in  excess 
of  Medicare-approved  amounts  before  the  effec- 
tive date  of  10/1/87. 

A report  from  the  Council  on  Medical  Service 
regarding  the  problems  associated  with  Medi- 
care reimbursement  and  MAAC  calculations 
was  presented.  In  addition,  several  resolutions 
attempting  to  deal  with  these  problems  were 
introduced.  The  reference  committee  to  which 
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these  resolutions  were  assigned  heard  lively 
discussion  with  regard  to  MAAC  calculation 
discrepancies.  The  House  adopted  policy  cal- 
ling for  the  AMA  to  continue  to  seek  judicial 
and  legislative  changes  that  will  eliminate 
MAAC  regulations  for  participating  physi- 
cians, and  also  to  assure  that  intermediaries 
provide  non-participating  physicians  with 
timely  and  accurate  information  for  calcu- 
lating MAAC  levels. 

With  particular  interest  turned  to  those 
states  who  have  passed  or  proposed  regulation 
requiring  mandatory  assignment,  the  House 
also  called  for  the  AMA  to  provide  support  to 
any  individual  state  society’s  efforts  to  prevent 
passage  or  overturn  state  laws  that  restrict  the 
right  of  the  physician  to  contract  for  services 
rendered  to  patients. 

The  AMA’s  continuing  program  in  opposi- 
tion to  the  use  of  tobacco  products  was  also  a 
topic  of  interest  in  the  House  of  Delegates. 
Several  resolutions  on  the  subject  led  the 
House  to  recommend  that  the  FAA  ban  smok- 
ing on  all  commercial  aircraft.  The  AMA  was 
advised  to  develop  model  legislation  which 


would  improve  the  laws  restricting  minors’ 
access  to  tobacco,  including  the  licensing  of 
retailers  similar  to  that  for  the  sale  of  liquor;  to 
encourage  the  passage  of  laws  that  would  set 
the  minimum  age  for  purchase  of  tobacco  at 
21;  and  to  intensify  efforts  at  educating  the 
public  of  the  hazards  of  tobacco  products.  The 
House  further  called  on  the  AMA  to  study  the 
dangers  of  clove  cigarettes.  Physicians  were 
urged  to  participate  in  the  effort  to  encourage 
individual  patients  to  quit  smoking  and  to 
have  a “tobacco  free  society  by  the  year  2000.” 
The  delegates  received  numerous  reports 
and  acted  on  various  other  business  regarding 
a broad  range  of  topics.  It  is  virtually  impossi- 
ble to  cover  the  entire  agenda  in  a report  such 
as  this.  However,  American  Medical  News 
will  cover  proceedings  of  the  annual  meeting 
in  July  issues,  and  the  interested  member  may 
contact  the  AMA  for  any  particular  reports.  In 
addition,  your  delegate  will  be  available  for 
questions. 

Respectfully  submitted, 

Daniel  A.  Alvarez,  M.D. 

Delegate 


Joseph  T.  West,  M.D.  James  W.  Blasetto,  M.D. 

are  pleased  to  announce 
the  formation  of 

DELAWARE  HEART  GROUP,  P.  A. 

for  the  practice  of  invasive  cardiology 
including  balloon  angioplasty 

SUITE  208 

MEDICAL  ARTS  PAVILION  at 
CHRISTIANA  HOSPITAL 
4745  STANTON-OGLETOWN  ROAD 
NEWARK,  DE  19713 

TELEPHONE 

(302)  731-7771 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 
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ure,  / need  more  help  these  days. 
What  can  you  expect  at  my  age? 


Mildred  Wivel  needs  a little  help  these  days — but  not  too 
much.  “1  still  take  care  of  myself.  But  my  back  and  legs — 
they’re  getting  weaker,”  she  explains. 

So  Mildred  is  moving  to  the  new  Brandywine  Wing 
at  Cokesbury  Village.  She’ll  have  friendly  aides  to  lend  a 
hand . . . with  bathing,  dressing,  or  remembering  to  take 
medication.  Help  with  the  little  things  that  may  get  harder 
as  we  grow  older. 

Kre you  concerned  about  a loved  one  who 
needs  daily  help?  Come  see  our  bright,  comfortable 
Brandywine  Wing.  You'll  be  pleasantly  surprised  with 
the  spacious,  private  rooms,  cheerful  lounge  and  the 
lovely  Centreville  dining  room. 

You’ll  be  glad  to  know  that  the  Brandywine  Wing 
offers  assistance,  but  respects  independence. 

To  schedule  a tour,  or  for  more  information,  call 
Carolyn  Perialas  at  (302)  239-2371. 


BRANDYWINE 

rr  I/I  the  little  things 


Lancaster  Pike  & Loveville  Road 
Hockessin,  Delaware  19707 
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PUMH 


When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 

BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T. 

Where  rehabilitation  is  more  than  just  a word 

physician’s  referral  required 

KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 
WILMINGTON,  DELAWARE  1 9805  • TELEPHONE  302/995-6095 
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ARE  ALZHEIMER’S  DISEASE,  PARKINSON’S 
DISEASE,  AND  AMYOTROPHIC  LATERAL 
SCLEROSIS  CAUSED  BY  NEUROTOXINS? 

Dr.  Carleton  Gajusek’s  dramatic  finding  of  a 
slow  virus  as  a cause  of  Kuru'  had  a profound 
impact  on  the  direction  of  medical  research  in 
neurological  diseases.  The  viral  cause  of 
Creutzfeldt- Jacob  disease  was  soon  to  follow.^ 
The  search  for  a slow  virus  as  a cause  of 
multiple  sclerosis  and  other  central  nervous 
system  diseases  has  been  less  fruitful. 


The  possibility  of  aluminum  toxicity  as  a 
cause  of  Guam  disease  has  been  pursued  for 
many  years.^  Guam  disease  includes  a spec- 
trum of  ALS/Parkinson’s  dementia  that  has 
been  followed  for  many  years  by  various 
research  groups  on  Guam.  The  entity  also 
exists  in  a small  area  of  New  Guinea  and  the 
Kii  Peninsula  in  Japan.  The  low  calcium 
content  of  the  soil  and  the  finding  of  aluminum 
in  brain  specimens  has  encouraged  research  in 
this  area. 
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Neurofibrillary  tangles  are  a hallmark  of 
Guam  disease,  as  they  are  in  Alzheimer’s 
disease,^  supranuclear  palsy,’  and  certain 
other  central  nervous  system  diseases.^  Alu- 
minum has  been  found  by  laser  analysis  by 
Dr.  Perl  in  the  neurofibrillary  tangle.'  The 
question  arises:  is  the  aluminum  deposit 

primary  or  secondary?  Dr.  John  Steele  (who 
described  supranuclear  palsy)  is  the  Veterans 
Administration  physician  on  Guam.  He  has 
been  studying  a group  of  Guam  disease 
patients  in  a sharing  arrangement  between 
the  V eterans  Administration  and  the  N ational 
Institute  of  Neurological  and  Communicative 
Disorders  and  Stroke  (NINCDS).  The  varying 
occurrences  of  the  disease  in  different  areas  of 
Guam  and  in  different  villages  has  been  a 
fascinating  puzzle. 

Perhaps,  the  first  clue  came  with  the  finding 
of  a Parkinson’s-like  disease  which  appeared 
in  some  individuals  in  San  Francisco  who 
used  1 Methyl  n Phenyl — 1,2,5, 6 Tetrahydro- 
pyridine  (MPTP).® 

The  latest  clue  is  a letter  in  The  Lancet, 


describing  Alpha-Amino-Beta-Methyl  Amino- 
propionic  Acid  (L-BMAA)  isolated  from  the 
seed  of  the  false  sago  palm  which  grows  on 
Guam,  and  formerly  used  as  flour  by  some 
local  residents.  When  L-BMAA  was  fed  to 
monkeys,  they  developed  a degenerative  motor 
neuron  disease  with  pyramidal  dysfunction, 
muscle  weakness,  bradykinesia,  and  behavior- 
al changes.  It  is  highly  speculative  but 
tempting  to  apply  the  neurotoxin  cause  not 
only  to  Guam  disease  but  to  other  central 
nervous  system  degenerative  diseases  such  as 
Alzheimer’s  disease,  Parkinson’s  disease,  and 
amyotrophic  lateral  sclerosis,  although  the 
relationship  remains  to  be  proven. 

It  is  our  intent  to  form  a sharing  agreement 
between  the  National  Institute  of  Aging  and 
the  Veterans  Administration  to  bring  addi- 
tional resources  to  bear  on  this  high  priority 
area.  Honolulu  is  ideally  located  to  serve  as  a 
transcultural  focus  for  the  study  of  these 
diseases.  Its  proximity  to  Guam  and  Japan  is 
a great  advantage.  Japan  has  an  incidence  of 
Alzheimer’s  disease  only  half  of  that  in  the 


Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
presents 

PREOPERATIVE  CONSULTATION: 

THE  SURGICAL  PATIENT  WITH  MEDICAL  PROBLEMS 

September  16-18, 1987 
The  Warwick  Hotel 
17th  and  Locust  Streets 
Philadelphia,  Pennsylvania 

DESCRIPTION:  This  course  is  designed  for  internists,  famiiy  practitioners,  surgeons,  anesthesiologists,  nurse 
anesthetists,  and  other  primary  care  physicians  who  desire  practical  information  on  perioperative  assessment  and 
patient  care.  A detailed  course  syllabus  and  reference  materials  will  be  distributed. 

OBJECTIVES:  The  objective  of  this  course  is  to  provide  physicians  involved  in  medical  care  of  the  surgical  patient 
a review  of  disease  processes  which  affect  the  morbidity  and  mortality  of  patients  undergoing  surgery  and  a 
rational  approach  to  the  management  of  these  problems.  Through  the  use  of  State  of  the  .Art  Reviews,  Therapeutic 
Updates,  Special  Problems,  and  Core  Consultative  Seminars,  a distinguished  faculty  will  discuss  the  multisystem 
approach  to  assessment  of  operative  risk  and  maximization  of  perioperative  care.  Case  oriented  workshops  will 
provide  an  informal  environment  for  faculty/participant  interaction  and  discussion. 

FEE  SCHEDULE:  $360.00  for  Physicians 

CME  CREDIT:  19  credit  hours  in  Category  I 

For  further  information  and  registration,  contact  the  Office  of  Continuing  Medical  Education,  Jefferson  Medical 
College,  1025  Walnut  Street,  Room  G3,  Philadelphia,  PA  19107  - (215)  928-6992. 
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United  States,  but  the  incidence  of  multi- 
infarct dementia  in  Japan  is  higher.  Thus, 
transcultural  studies  could  provide  clues  to 
these  degenerative  diseases. 

The  impact  of  the  environment  is  already 
appreciated  in  the  etiology  of  cancer.  The 
impact  of  the  environment  on  chronic  de- 
generative diseases  of  the  central  nervous 
system  is  just  beginning  to  be  appreciated. 

William  J.  Vandervort,  M.D. 


YOU  NAME  IT  ^ 
WE  LEASE  IT. 

At  Delaware  Auto  Leasing  we  provide: 

□ No  down  payment.  □ 12  to  60-month  lease  plans. 

□ No  extra  eharge  for  purchase  option.  □ Extended 
service  contracts.  □ Cash  or  trade  for  your  present 
car  or  truck.  □ Executive  leasing  plans  available  with 
personalized  service  including  pick-up  and  delivery. 

□ Loaner  cars  available.  □ Whether  you  need  one 

car  or  a fleet,  call  - (302)  656-3154. 
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MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 
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"60  MOS.  CLOSED  END  LEASE.  *1000  down,  cash  or  trade.  1st  pay- 
ment, refundable  security  deposit  due  on  delivery.  Taxes,  tags,  extra. 
Multiply  60  mos.  times  payment  for  total  amount. 


Delaware 
Auto  Leasing 

1605  Pennsylvania  Ave..  Wilminj^ton 
Phone  (302)  656-3154 
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JOB  DESCRIPTION:  A PHYSICIAN 

One  of  my  requirements  for  third-year 
medical  students  from  Jefferson  Medical  Col- 
lege who  come  to  the  Department  of  Family 
Practice  at  The  Medical  Center  of  Delaware  for 
a six  week  clinical  rotation  is  to  require  them  to 
write  a job  description  for  a physician. 

Over  the  past  several  years  since  I have 
instituted  this  procedure  I have  been  both 
pleased  and  delighted  at  the  very  high  moral 
tone  and  idealistic  nature  of  their  productions. 
I am  also  impressed  at  how  many  of  them 
include  as  one  of  the  requirements  the  pro- 
tection of  their  personal  lives  with  respect  to 
adequate  time  to  meet  the  needs  of  the  families 
they  will  presumably  have  by  the  time  they  are 
practicing  physicians. 

While  it  is  true  that  cynics  may  say  the 
students  were  writing  these  for  their  instructor 
and  knew  what  they  had  better  put  and  had 
better  omit,  I prefer  to  think  I received  sincere 
expressions  from  these  future  physicians. 


Bernadine  Z.  Paulshock,  M.D. 


THE  POWER  OF  THE  PEN 

The  following  letters,  written  by  Mrs. 
Jacqueline  Alvarez,  are  excellent  examples  of 
what  can  be  accomplished  with  a little  humor 
and  wit.  These  letters  concern  the  House 
Concurrent  Resolution  30,  the  resolution  in 
opposition  to  DRGs  for  physicians  and  man- 
datory assignment,  and  Representative 
Carper’s  participation  in  the  co-sponsorship. 
As  for  the  rest,  the  letters  speak  for  themselves. 
April  6,  1987 
Dear  Mr.  Carper: 

I have  received  no  answer  to  my 
February  24  letter  in  which  I requested 
your  support  for  House  Concurrent  Resolu- 
tion 30. 

I know  how  easily  one  letter  becomes 
mired  in  your  avalanche  of  mail.  I also 
remember  your  story  about  the  constituent 
who  received  immediate  attention  because 


he  used  as  a greeting  in  his 

letter.  While  I have  far  too  much  respect  for 
you  to  try  such  tactics,  I will  stoop  to  a 
different  approach  to  get  your  attention: 
SEE  HOUSE  CONCURRENT  RESOLUTION  30! 
SEE  ALL  THE  CONGRESSMEN  CO-SPON- 
SORING THE  RESOLUTION! 

SEE  DEMOCRATS  AND  REPUBLICANS! 

SEE  CONGRESSMEN  FROM  48  STATES  CO- 
SPONSORING THE  RESOLUTION! 

WHERE  IS  DELAWARE? 

WHERE  IS  MR.  CARPER? 

WHY  IS  MR.  CARPER  AFRAID? 

HOW  CAN  JACKIE  CONVINCE  MR.  CARPER 
TO  BE  A CO-SPONSOR? 

HOW  CAN  JACKIE  DEFEND  MR.  CARPER  IN 
DELAWARE’S  MEDICAL  COMMUNITY? 

I am  anxious  to  see  your  response. 
Seeing  your  name  among  the  co-sponsors 
is  all  the  reply  I need. 

Sincerely  yours, 
Jacqueline  S.  Alvarez 


April  28,  1987 
Dear  Mr.  Carper: 

Although  I left  a telephone  message  to 
thank  you  for  co-sponsoring  House 
Concurrent  Resolution  30, 1 wanted  to  put 
my  gratitude  in  writing  so  that  you  would 
know  that  I am  truly  appreciative.  I am 
only  sorry  that  I was  not  in  the  office  when 
your  office  called  on  Friday. 

I have  already  begun  to  pass  the  word 
that  Mr.  Carper  is,  indeed,  responsive  to 
the  needs  of  his  constituents,  including  the 
ones  wearing  white  coats  and  carrying 
stethoscopes.  I honestly  believe  that  you 
have  done  a favor  for  Delaware’s  senior 
citizens  as  well  as  to  those  in  the  business 
of  providing  health  care.  I hope  that  we 
have  another  opportunity  to  discuss 
methods  of  physician  reimbursement  by 
Medicare  before  further  legislation  is 
proposed. 

I think  it  only  fair  that  I use  the  same 
format  to  thank  you  as  I did  to  “twist  your 
arm”  about  this  issue. ..so: 

SEE  MR.  CARPER  CO-SPONSOR  HOUSE 
RESOLUTION  30! 

SEE  JACKIE  JUMPING  FOR  JOY! 

SEE  JACKIE  TELLING  PHYSICIANS  AND 
SPOUSES  ABOUT  MR.  CARPER! 
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SEE  MSD  PRESIDENT  PETER  COGGINS 

SMILING! 

SEE  ALL  DELAWARE  PHYSICIANS  SMILING! 

SEE  MORE  PHYSICIANS  VOTING  FOR 

MR.  CARPER! 

In  all  seriousness,  your  response  to  our 
request  is  most  appreciated.  If  I can  return 
the  favor  in  some  way,  please  let  me  know. 
Finally,  I promise  not  to  send  any  more 
“See  Spot  run”  letters,  but  coming  up  with 
new  ideas  is  becoming  progressively 
difficult. 


Sincerely, 

Jacqueline  S.  Alvarez 

Mrs.  Alvarez  is  an  active  member  of  the 
Medical  Society  of  Delaware  Auxiliary’s  Legi- 
slation Committee,  and  an  Auxiliary  repre- 
sentative on  the  DELPAC  Board.  She  is  the 
wife  of  Daniel  A.  Alvarez,  M.D.,  a past 
president  of  the  Medical  Society  of  Delaware 
and  currently  Delaware’s  delegate  to  the  AM  A. 


Looking  after  your 
patient  is  a big 
responsibility. 

We  accept  it. 

Medical  Personnel  Pool  provides  the  high- 
est level  of  private  nursing  care  available 
today  for  hospital,  medical  office  or  home 
care. 


• Registered  Nurses 

• Licensed  Practical 
Nurses 

• Home  Health  Aides 


• Live-In 
Companions 

• Therapists 

• Nurses  Aides 


Our  employees  are  fully  insured  and  exper- 
ienced, affording  complete  protection  to 
our  clients. 


Medical 

Personnel  Pool . 


2055  Limestone  Rd. 
Suite  213 

Wilmington,  DE  19808 

995-6696 


COMPUTERIZED 
HEARING  AID 
DISPENSING 


• HEARING  EVALUATIONS 

• PURE  TONE  AUDIOMETRY 

• SPEECH  AUDIOMETRY 

• TYMPANOMETRY 

• ELECTRONYSTAGMOGRAPHY  (ENG) 

• AUDIOMETRIC  BRAINSTEM  RESPONSE 
TEST  (ABR) 

• INDUSTRIAL  CONSERVATION  HEARING 
PROGRAM 

• HEARING  AID  DISPENSING 

• SPEECH  AND  LANGUAGE  PATHOLOGY 


• SWIM  EAR  MOLDS 


NEW  CASTLE  • HEARING  • SPEECH  • VESTIBULAR  CENTER 

GOOD  HEAIJING  FOR  BEHER  LIVING  FOUNDED  IN  1978 

700  North  Clayton  Street  100  Christiana  Rd. 

Wilmington,  Delaware  19805  New  Castle,  Delaware  19720 
Tel.  (302)  654-HEAR  Tel.  (302)  762-HEAR 

Owner:  Emilio  R.  Valdes,  Jr.,  M.D. 
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SALE  OR  LEASE 

2323 

Pennsylvania  Avenue 
Wilmington,  Delaware 

Prime  ground  floor,  medical 
location  in  established  four- 
level,  with  elevator,  building. 
88  parking  spaces  - 2,000+  sq. 
ft.  Ideal  for  one  or  two 
physician  office.  Centrally 
located  to  all  Wilmington 
hospitals.  Access  to  1-95. 
100%  owner-occupied. 
Available  July  1, 1987.  Call 

655-4510 


Medical-Dental 

Office 

For  sale  or  lease 

Available  1,400  sq.  ft. 
or  less 

Prime  Wilmington 
Location 

Phone 

(302)  654-1271 

8:30-4  weekdays 


I 


T.L.C. 

8PECIAU8T8 

We  re  not  just  m the  business  of  handling  money,  we  handle  people,  too 
day  in  and  day  out  People  like  you  who  are  important  to  our  business.  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require 


Feel  free  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan,  IRA.  NOW  interest  checking  account,  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates 

WE’RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


SAVINGS  BANK 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 


9th  & latnall  Sts  Wilm  • Concord  Mail  Midway.  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover  Delaware 


In  Black  and  White 


Dennis  R.  Witmer,  M.D.  Photographic  Editor 


YAG  laser  capsulotomy. 

Courtesy  Carl  Zeiss,  Inc.,  Thornwood,  New  York 
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"UJe  moke  the  difference" 
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HIP,  KN66  6i  FOOT 
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1 900  Neujport  Gap  Pike 
Uliimington 
994-1800 
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314  €.  Main  Street 
Neuiork 
737-9465 


635  Churchmen's  Rood 
Christiono/NeujQrk 
737-9469 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


WE  HAVE  BOOKS 

During  1986,  Delaware  Medical  Journal 
published  35  book  reviews  by  14  authors  (some 
of  our  reviewers  are  heavy  readers). 

Reviewers  get:  1)  their  name  in  print;  2)  to 
keep  the  book  they  review;  and  3)  a chance  to 
influence  their  peers  (not  necessarily  in  order 
of  importance). 

If  you’ve  never  reviewed  a book  but  would 
like  to,  stop  by  the  Journal  office  and  see  what 
is  available.  At  the  same  time,  learn  the  book 
review  rules,  which  are  quite  simple.  Ifwehave 
nothing  that  appeals  to  you,  let  us  know;  we 
will  be  glad  to  order  it  for  you. 

BREASTFEEDING:  A GUIDE  FOR  THE 
MEDICAL  PROFESSION,  2ND  EDITION  by 
Ruth  A,  Lawrence.  St.  Louis,  CV  Mosby 
Company.  1985,  600  pp.  Price  $25.95. 

Del  Med  Jrl.  August  1987— Voi.,  59,  No  8 


Dr.  Lawrence  is  professor  of  Pediatrics  and 
Obstetrics  and  Gynecology  at  the  University 
of  Rochester.  She  intended  Breastfeeding  to 
serve  as  a reference  for  “management  of  the 
mother-infant  nursing  couple.”  The 
resulting  guide  provides  a broad  yet  detailed 
evaluation  of  the  physiology,  dynamics, 
pathology,  and  clinical  issues  of  human 
lactation. 

The  author’s  basic  tenet,  that  breastfeeding 
is  the  most  normal  and  healthy  method  of 
nourishing  a human  infant,  is  borne  out 
handsomely  in  the  first  chapter.  This  pre- 
sents data  from  16  studies  (the  most  recent 
being  in  New  York  State,  1979)  which  all 
show  increased  morbidity  and  mortality  in 
artificially  fed  infants.  She  points  out  that 
diarrhea,  respiratory  illnesses,  otitis  media, 
and  dehydration  are  less  common  in  breast- 
fed infants,  and  that  the  protection  from 
infant  disease  that  breastfeeding  affords  is 
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greatest  in  the  younger  child,  increases  with 
the  duration  of  breastfeeding,  and  is  more 
significant  for  serious  illnesses. 

She  then  discusses  the  physiology  and 
biochemistry  of  milk  production;  immuno- 
logic and  psychologic  factors  related  to 
breastfeeding;  and  its  contraindications  and 
disadvantages.  Diet,  weaning,  infant  growth, 
infant  and  maternal  medical  complications, 
induced  lactation,  milk  banking,  and  social 
issues  are  explored  in  depth.  Most  impressive 
is  the  chapter  entitled  “Management  of  the 
Mother-Infant  Couple,”  which  describes 
exactly  how  to  prepare  the  breast  during 
pregnancy,  how  to  feed  the  infant,  and  how  to 
deal  with  common  problems  such  as  failed 
nursing,  painful  nipples,  mastitis,  and  colic. 
An  appendix  tabulates  the  excretion  and 
effects  of  300  medications  in  breast  milk. 

This  is  a valuable  book  which  brings 
together  a wealth  of  hard-to-find,  yet  practical 
information.  It  will  repay  the  obstetrician, 
pediatrician,  or  family  practitioner  many 
times  its  price. 

Robert  S.  Howe,  M.D. 


TAKING  THE  WORLD  IN  FOR  REPAIRS  by 
Richard  Selzer,  M.D.  New  York,  William 
Morrow  & Co.  1987,  239  pp.  Price  $15.95. 

Selzer  has,  I have  heard,  retired  from  sur- 
gery to  write  full  time.  I was  therefore 
disappointed  to  have  already  read  many  of 
these  stories  in  this  collection  even  though 


the  best  bear  reading  a second  time.  Stories 
relevant  to  his  medical  experiences  have 
always  been  my  favorite  flavor  Selzer,  and 
there  are  several  here. 

The  title  story,  about  his  experience  with  a 
surgical  team  in  rural  Peru  is  among  the  best. 
A patient  who  misses  the  surgical  schedule 
there  must  wait  for  another  year  to  get  on  it 
again;  the  anesthetist  may  run  out  of  his 
anesthetic  gas  before  the  surgeon  has  fin- 
ished suturing  the  cleft  lip,  etc. 

Selzer’s  vivid  description  of  a slaughter- 
house and  the  men  who  work  there  is  enough 
to  make  anyone  reading  it  a vegetarian,  at 
least  temporarily.  “Fetish,”  the  story  of  a 
kind  intern  is  also  moving. 

Taking  the  World  in  for  Repairs  is  recom- 
mended reading  even  if  not  quite  so  moving 
as  Selzer’s  previous  collections.  A good  pre- 
sent for  your  favorite  physician,  or  anyone 
who  appreciates  short  fiction. 

BZP 

PRINCIPLES  AND  PRACTICE  OF  EMERGENCY 
MEDICINE,  2ND  EDITION,  VOLUMES  I & II, 
by  George  R.  Schwartz,  M.D.,  et  al.  Phila- 
delphia, WB  Saunders  Company.  1986, 1779 
pp.  Price  $125.00. 

The  second  edition  of  Principles  and  Prac- 
tice of  Emergency  Medicine  is  a two  volume 
textbook  consisting  of  100  chapters,  divided 
up  under  ten  major  headings;  eg,  trauma, 
resuscitation,  pediatric  emergencies,  toxi- 
cology. It  is  a major  improvement  over  the 


HOME  HEALTH  CARE  CENTER 


• wheel  chairs 

• WALKING  AIDS 
•TENS  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SALES  608  NO  UNION  STREET 

RENTALS  WILM  DEL 

service  phone  652-0300 
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first  edition,  but  only  time  will  tell  if  it  will 
stand  up  against  the  texts  by  Rosen  and 
Tintinalli. 

Each  chapter  is  well  organized,  with  suf- 
ficient depth  given  to  history,  physical  exam, 
laboratory  findings,  differential  diagnoses, 
and  treatment.  The  use  of  graphs,  tables, 
EKG  tracings,  and  reproduction  of  radio- 
graphs are  all  exquisitely  done.  Each  chapter 
seems  to  thoroughly  review  the  pertinent 
material  while  not  being  verbose  (oftentimes 
a problem  with  Rosen)  or  leaving  the  reader 
with  only  a superficial  understanding  of  the 
topic  (Tintinalli).  Each  section  does  a fine  job 
of  incorporating  current  advances  in  re- 
search and  technology.  Finally,  there  are 
almost  no  anecdotal  or  prejudiced  sections  in 
any  of  the  chapters. 

The  section  on  the  pathophysiology  of  vital 
organ  system  failure  (chapters  1-8)  reviews 
each  of  the  major  organ  systems.  For 
example,  the  respiratory  chapter  is  particu- 
larly well  done.  It  reviews  acute  respiratory 
insufficiency  secondary  to  COPD,  asthma. 


ARDS,  and  their  pathophysiologic  mecha- 
nisms. It  also  discusses  acid-base  derange- 
ments and  disturbances  of  ventilation  in  a 
detailed  and  comprehensive  manner.  The 
other  chapters  in  the  section  are  equally 
informative. 

Cardiopulmonary  and  cerebral  recuscita- 
tion  is  also  a strong  chapter  in  this  edition. 
Its  review  of  airway  control  is  particularly 
helpful.  Open  chest  cardiopulmonary  resus- 
citation is  reviewed  with  graphic  illustra- 
tions on  techniques  of  opening  the  chest  as 
well  as  hand  positions  and  evaluation  of 
open-chest  CPR. 

The  section  on  techniques  and  procedures 
reviews,  in  depth  procedures  on  cardiology 
(cardioversion,  and  emergency  cardiac 
pacing),  vascular  (subclavian  catheterization, 
cutdowns),  abdominal  procedures  (peritoneal 
lavage,  proctosigmoidoscopy),  minor  surgical 
procedures,  otolaryngologic  procedures  (tra- 
cheotomy, myringotomy)  and  much  more. 
The  orthopedic  and  neurosurgical  procedures 
chapters  are  informative,  but  somewhat  brief. 


Call  Us... 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

of  Durable  Medical  Equipment 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service... 
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This  section  has  no  counterpart  in  Rosen, 
which  does  not  review  techniques  or  proce- 
dures in  any  detail. 

The  section  on  Emergency  Medical  Sys- 
tems (EMS)  is  expanded  compared  to  the 
previous  edition,  covering  over  150  pages  of 
text  Again,  there  is  no  comparable  section  in 
Rosen.  Each  chapter  is  well  written  and 
would  be  helpful  to  someone  interested  in 
EMS  or  beginning  an  EMS  program  in  their 
community.  It  also  reviews  Emergency  Medi- 
cal Systems  in  Australia,  Israel,  and  USSR. 
The  chapter  on  the  legal  aspects  and  socioeco- 
nomics of  emergency  medicine  is  excellent. 

Surprising  to  me  is  the  section  on  Pediatric 
Emergencies,  which  appears  inadequate  both 
in  depth  and  overall  coverage.  Only  35  pages 
of  text  are  specifically  designated  to  pediat- 
rics in  this  section,  almost  making  it  appear 
as  an  afterthought.  The  chapter  on  newborn 
and  neonatal  emergencies,  however,  is  infor- 
mative. 

The  second  edition  will  undoubtedly  be  a 
welcome  reference  to  all  physicians,  but  es- 
pecially those  with  some  interest  in  emer- 
gency care.  Rosen  has  been  the  primary 
textbook  and  reference  on  Emergency  Medi- 
cine until  now.  This  second  edition  of 
Principles  and  Practice  of  Emergency  Medi- 
cine should  make  a challenge  to  this  claim. 

James  Palmier,  M.D. 
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Dr.  Palmier  is  a third  year  Emergency 
Medicine  resident  at  The  Medical  Center  of 
Delaware. 


FUNDAMENTALS  OF  SKIN  BIOPSY  by 
June  K.  Robinson,  M.D.  Chicago,  Year  Book  t 
Medical  Publishers.  1986,  124  pp.  Price  ^ 
unavailable. 

This  book  is  a very  basic,  practical,  and 
instructive  manual  which  will  guide  the  ■ 
novice  through  the  necessary  decision- 
making process  of  when  and  how  to  take  a 
biopsy  of  the  skin.  V arious  simple  techniques 
and  procedures  are  easily  demonstrated  and 
illustrated. 

For  those  who  are  beginning  dermatologic 
surgical  procedures,  this  manual  would  be 
ideal.  But  if  one  wishes  to  learn  about 
cosmetic  skin  surgery  or  more  in-depth  der- 
matological surgery,  this  is  not  the  appro- 
priate book.  There  are  a few  techniques, 
however,  which  show  how  to  make  a biopsy 
or  removal  of  a lesion  more  cosmetically 
acceptable. 


Gloria  C.  Fong,  M.D. 


AN  OUTLINE  HISTORY  OF  MEDICINE  by 
Philip  Rhodes.  Montvale,  New  Jersey,  Butter- 
worth’s.  1987,  219  pp.  Price  $22.95. 

This  217  page  paperback  is,  says  the  author  . 
in  his  preface,  “...an  introduction  to  an 
immense  subject,  meant  to  be  read  in  a short 
time  and  give  an  outline  sketch  with  some 
facts  and  interpretation  in  a general  his- 
torical perspective  as  perceived  by  the 
writer.”  The  quote  gives  you  an  idea  of  the 
quality  of  the  prose,  as  well  as  of  the  goals  of 
the  book.  The  pictures,  all  from  the  collection 
of  the  remarkable  Wellcome  Library  in  Lon- 
don, are  black  and  white. 

The  book  might  be  a useful  quickie  reference 
for  important  names  if  no  more  comprehen- 
sive text  was  available.  I personally  can’t 
imagine  anyone  reading  it  through  as  the 
author  intended. 
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LIBEL,  SLANDER,  AND  THE  PHYSICIAN 


The  Medical  Society  of  Delaware  has  been 
questioned  a number  of  times  about  whether  or 
not  PHICO  Insurance  Company’s  medical 
malpractice  insurance  covers  claims  of  libel, 
slander,  or  defamation  against  physicians. 

PHICO’s  medical  malpractice  insurance 
policies  do  cover  claims  of  libel  or  slander 
against  a physician  with  regard  to  opinion 
letters  issued  by  the  physician  either  to  the 
patient’s  attorney  or  as  a report  to  another 
attorney  on  an  opposing  party  who  has  been 
examined  pursuant  to  a court  order  to  the 
agreement  of  the  parties.  This  also  applies  to 
any  quality  assurance  or  utilization  reviews. 

The  question  of  such  coverage  under  PHICO 
policies  arose  as  a result  of  wording  under 
coverage  A,  which  states: 

The  Company  will  pay  on  behalf  of  the 
insured  all  sums  which  the  insured  shall 
be  legally  obligated  to  pay  as  damages 
because  of  injury  to  which  this  insurance 
applies,  caused  by  a medical  incident 
occurring  during  the  policy  period  arising 
out  of  the  practice  of  the  insured’s 
profession  as  a physician... 
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There  is  no  reference  in  the  exclusions  of 
Section  IV  to  libel,  slander,  or  defamation. 
Section  VIII  defines  medical  incident  as 
any  act  or  omission:... 

(1)  in  the  furnishing  of  professional 
medical ...  services  by  the  insured  ...  or 

(2)  in  service  by  the  insured  as  a member 
of  a formal  accreditation,  standards 
review  or  similar  professional  board  or 
committee. 

PHICO  has  assured  us  that  actions  that 
may  fall  under  the  heading  of  libel  or  slander, 
that  is,  providing  letter  reports  to  attorneys  in 
cases  where  a patient  or  third-party  has 
sustained  personal  injuries,  would  be  covered 
should  it  be  alleged  that  the  report  in  some 
fashion  constituted  a libel,  or,  if  oral  represen- 
tation of  the  patient’s  condition,  a slander. 


COVER  PHOTOGRAPH 


Although  William  H.  Duncan,  M.D.,  never  considered  himself  a serious 
baseball  fan,  he  recently  found  himself  facing  former  Philadelphia  Phillies 
pitcher  Grant  Jackson.  Dr.  Duncan,  a Board  Certified  Family  Practitioner 
currently  practicing  administrative  medicine  at  St.  Francis  Hospital  in  Wil- 
mington, was  not  dreaming.  Instead,  he  was  a participant  in  the  1987  Phila- 
delphia Phillies  Dream  Week,  which  took  place  February  8-16,  1987,  at  the 
Phillies  spring  training  camp  in  Clearwater,  Florida.  One  of  64  fans  who 
spent  a week  being  coached  and  evaluated  by  former  Phillies  players.  Dr. 
Duncan  ably  played  second  base,  helping  his  team  to  place  second  out  of  six  in 
the  championships.  And  how  did  he  do  against  the  former  Phillies  pitcher  in 
the  ex-pro  grame?  “Grant  Jackson  now  has  to  admit  that  he  gave  up  a hit  to 
William  Duncan,”  he  said. 


— Photo  courtesy  William  H.  Duncan,  M.D. 
— Reprinted  from  Family  Practice  News 
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Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
and 

The  U.S.  Virgin  Islands  Medical  Society 
present 


LIVER  AND  GASTROINTESTINAL  DISEASE  UPDATE  1988 


March  13-17, 1988 
at  the 

Frenchman’s  Reef  Beach  Resort 
St.  Thomas,  United  States  Virgin  islands 

featuring 

Lawrence  S.  Friedman,  M.D.  Lillian  A.  Miller 

Willis  C.  Maddrey,  M.D.  Patricia  Rhymer  Todman 

Francis  E.  Rosato,  M.D. 


For  further  information  and  registration,  contact  the  Office  of  Continuing  Medical 
Education,  Jefferson  Medical  College,  1025  Walnut  Street,  Room  G-3,  Phila- 
delphia, PA  19107  (215)  928-6992. 
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BANC  OF  DEIAWARP 

Delaware's  Bank 


Last  year,  we  loaned 

A BILLION  DOLLARS  TO 

Delaware  Businesses. 
It’s  time  we  talked. 

It’s  an  impressive  figure,  just  by  itself. 
What  may  impress  you  even  more  is 
our  approach  to  you,  and  your  practice. 

How  can  our  lending  experience  and 
resources  help  improve  your  profitability? 
Would  our  proven  cash  management  system 
produce  better  results  for  you?  Where 
can  our  knowledge  of  Delaware  business 
complement  yours? 

It’s  an  attitude  of  mind,  designed  not  only 
to  loan  you  the  money  you  need,  but  also 
to  help  make  your  practice  more  successful. 

If  this  sounds  like  your  kind  of  bank, 
call  Vice  President  and  Senior  Corporate 
Business  Development  Officer  Robert  S. 
Townsend  at  (302)  429-5670.  And  since 
you’re  a busy  person,  it’ll  be  our  pleasure 
to  visit  you  at  your  practice.  That’s  Delaware’s 
Business  Connection. 


T«e»  ic^t  HCu  uUcr... 

ROCHE  BIOMEDICAL 
LABORATORIES 

a new  satellite 

RBL  FOULK  ROAD 
2000  Foulk  Road,  Suite  B 
Wilmington,  Delaware  19810 
(302)  475-4214 

a new  location  “"M^ED! 

RBL  WILMINGTON 
Suite  3A,  2300  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 
(302)  656-1204 

• CALL  FOR  A CONSULTATION  (302)  998-5900  • 


RBL-NEWARK 

324  East  Main  Street 
Newark,  Delaware  19711 
(302  ) 737-4550 

RBL-HERITAGE 

2601  Annand  Drive — Suite  23 
Wilmington,  Delaware  19808 
(302  ) 998-5900 


OTHER  LOCATIONS 

RBL  OMEGA 

F-52  Omega  Drive 
Newark,  Delaware  19713 
(302)  738-7112 

RBL-WILMINGTON 

Augustine  Cut  Off 
Wilmington,  Delaware  19803 
(302)  571-8876 


RBL-DOVER 

1001  South  Bradford  Street 
Dover,  Delaware  19901 
(302)  678-2796 

RBL-CHRISTIANA 

420  Christiana  Medical  Center 
Newark,  Delaware  19702 
(302)  368-3959 


HOLIER  MONITORING 


HTLV-III  TESTING  AVAILABLE 


NO  PATIENT  TURNED  AWAY  FOR 
INABILITY  TO  PAY. 


Medical  Ethics 


This  has  been  taken  from  the  Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  of  the  American  Medical  Association,  and  is  provided 
as  a service  hy  the  Ethics  Committee  of  the  Medical  Society  of  Delaware, 
Robert  W.  Frelick,  M.D.,  Chairman. 


5.08  CONFIDENTIALITY:  INSURANCE 
COMPANY  REPRESENTATIVE. 

History,  diagnosis,  prognosis,  and  the 
like  acquired  during  the  physician- 
patient  relationship  may  be  disclosed  to 
an  insurance  company  representative 
only  if  the  patient  or  his  lawful  repre- 
sentative has  consented  to  the  disclos- 
ure. A physician’s  responsibilities  to  his 
patient  are  not  limited  to  the  actual 
practice  of  medicine.  They  also  include 
the  performance  of  some  services 
ancillary  to  the  practice  of  medicine. 
These  services  might  include  certifi- 
cation that  the  patient  was  under  the 
physician’s  care  and  comment  on  the 
diagnosis  and  therapy  in  the  particular 
case.  (IV)* 

5.09  CONFIDENTIALITY:  PHYSICIANS  IN 
INDUSTRY:  Where  a physician’s  ser- 
vices are  limited  to  pre-employment 
physical  examinations  or  examina- 
tions to  determine  if  an  employee  who 
has  been  ill  or  injured  is  able  to  return 
to  work,  no  physician-patient  relation- 
ship exists  between  the  physician  and 
those  individuals.  Nevertheless,  the 
information  obtained  by  the  physician 

*Thesp  citdlions  refer  to  tht  Principles  of  Medical  Ethics  which  may  be 
found  in  the  rear  of  the  1987-1988  Pictoral  Roster o(  the  Medical  Society 
of  Delaware. 


as  a result  of  such  examinations  is 
confidential  and  should  not  be  com- 
municated to  a third  party  without  the 
individual’s  prior  written  consent, 
unless  it  is  required  by  law.  If  the 
individual  authorizes  the  release  of 
medical  information  to  an  employer  or 
a potential  employer,  the  physician 
should  release  only  that  information 
which  is  reasonably  relevant  to  the 
employer’s  decision  regarding  that 
individual’s  ability  to  perform  the 
work  required  by  the  job. 

A physician-patient  relationship 
does  exist  when  a physician  renders 
treatment  to  an  employee,  even  though 
the  physician  is  paid  by  the  employer. 
If  the  employee’s  illness  or  injury  is 
work-related,  the  release  of  medical 
information  as  to  the  treatment  pro- 
vided to  the  employee  may  be  subject  to 
the  provisions  of  workers  compensation 
laws.  The  physician  must  comply  with 
the  requirements  of  such  laws,  if  applic- 
able. However,  the  physician  may  not 
otherwise  discuss  the  employee’s  health 
condition  with  the  employer  without 
the  employee’s  consent  or,  in  the  event 
of  the  employee’s  incapacity,  the 
family’s  consent. 

Whenever  statistical  information 
about  employees’  health  is  released,  all 
employee  identities  should  be  deleted. 
(IV) 
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DRUGS  AND  THE  ATHLETE 


Gary  Alan  Green,  M.D. 


INTRODUCTION 

“Cocaine  has  probably  joined  rotator-cuff 
injuries,  torn  ligaments,  and  broken  bones  as 
a potential  occupational  hazard  for  athletes.”^ 
That  headline  in  the  New  York  Times 
announced  that  cocaine  is  firmly  entrenched 
as  a problem  for  athletes,  thus  highlighting 
the  issue  of  drugs  and  athletics  which  has 
become  a national  media  topic.  The  sports 
pages  are  full  of  stories  about  athletes  who 
have  drug  problems,  ranging  from  Gary 
McClain  confessing  his  experience  with 
cocaine,  to  Brian  Bosworth  testing  positive  for 
steroids.  There  appears  to  be  a veritable 
epidemic  of  drug  use  among  athletes;  this 
article  will  examine  the  scope  of  the  problem, 
and  offer  some  suggestions  for  confronting  it. 
In  addition,  some  of  the  commonly  abused 
drugs  will  be  reviewed  and  a discussion  of 
drug  testing  presented. 

DRUG  USE 

How  common  is  drug  use  among  athletes? 

Dr.  Green  is  currently  the  sports  medicine  physician  for  the  University  of 
Delaware,  Newark. 
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From  the  media,  it  appears  as  if  the  majority 
of  collegiate  athletes  are  drug  abusers.  This, 
however,  is  not  supported  by  the  data  on 
college  level  athletes  that  was  compiled  by  Dr. 
Doug  McKeag  of  Michigan  State  University.^ 
His  survey  contained  data  collected  from  more 
than  2,000  athletes  from  five  male  and  five 
female  sports  at  11  colleges.  The  schools  were 
divided  between  Divisions  I,  II,  and  III  (large, 
medium  and  small  colleges,  respectively),  and 
a questionnaire  sought  answers  on  the  drug 
use  patterns  of  14  substances.  The  results 
indicated  that  college  athletes’  use  of  recrea- 
tional drugs,  eg,  cigarettes,  smokeless  tobacco, 
alcohol,  marijuana,  cocaine,  caffeine,  and 
psychedelics,  is  about  the  same  and  in  most 
cases  slightly  less  than  that  of  the  general 
college-aged  population.^ 

The  study  seems  to  indicate  that  college 
athletes’  drug  use  is  in  keeping  with  the 
university  population  with  which  they  inter- 
act. Participation  in  athletics,  at  least  at  the 
college  level,  does  not  appear  to  make  one  more 
susceptible  to  drug  use.  Drugs  are  readily 

565 


Drugs  and  the  Athlete— Green 


available  in  our  society  and  athletes  are 
exposed  to  the  same  temptations  and  stresses 
as  the  rest  of  the  populace.  A study  of  athletes 
at  five  colleges  in  1978,  concluded,  “Athletes 
do  not  represent  a special  sub-population 
within  our  society  with  respect  to  drug  use  and 
the  athlete  is  as  much  a part  of  the  culturization 
that  has  taken  place  with  respect  to  drug  use 
as  any  other  individual  in  the  university 
population.”* 

One  drug  that  some  athletes  seem  to  use 
more  frequently  than  the  general  population  is 
anabolic  steroids.  Dr.  McKeag’s  study  indi- 
cates that  in  power  sports  such  as  football,  the 
rate  of  steroid  use  may  approach  20-30%  of  the 
football  team.-  Many  athletes  shun  recrea- 
tional drugs  because  of  their  negative  effects 
on  performance  and  seek  ergogenic  (per- 
formance enhancing)  drugs,  such  as  anabolic 
steroids  instead. 

Other  aspects  of  Dr.  McKeag’s  work  worth 
noting  are  the  patterns  of  drug  use.  He  found 
that  athletes  who  took  recreational  drugs 
tended  to  use  the  substances  with  their  non- 
athlete friends  and  obtained  the  drugs  outside 
the  athletic  program.^  This  tends  to  support 
the  findings  of  others;  athletes  at  college  do 
not  exist  in  a world  apart  from  their  peers.  In 
fact,  drug  use  usually  begins  before  the  athlete 
reaches  college.  Dr.  McKeag  found  that  the 
student-athletes’  use  of  all  social  drugs  (except 
cocaine)  began  earlier  than  college  (Table  1). 


In  order  to  be  effective,  a drug  program  should 
ideally  focus  on  junior  high  and  high  school 
athletes. 

The  last  major  point  of  the  survey  is  that 
alcohol  and  tobacco  were  the  most  widely  and 
frequently  used  drugs  among  college  athletes.^ 
Although  the  media  gives  cocaine  and  steroids 
the  most  attention,  alcohol  and  tobacco 
account  for  far  more  abuse. 

What  are  the  common  drugs  of  abuse  among 
athletes?  It  is  possible  to  divide  the  drugs  into 
three  categories;  social  or  recreational  drugs, 
ergogenic  aids,  and  therapeutic  drugs.  These 
categories  are  important  because  the  reasons 
for  using  drugs  and  their  respective  treatments 
vary. 

RECREATIONAL  DRUGS 

Social  or  recreational  drugs  are  considered 
to  be  street  drugs,  such  as  marijuana,  cocaine, 
barbituates,  LSD,  PCP  (angel  dust),  and  legal 
drugs  such  as  alcohol  and  tobacco.  Probably 
the  one  drug  that  has  recently  generated  the 
most  interest  is  cocaine,  the  prototypical  social 
drug.  Reports  indicate  that  30  million  Ameri- 
cans have  tried  cocaine  and  perhaps  five 
million  are  regular  users.^  The  tragic  cocaine- 
related  deaths  of  sports  figures  Len  Bias  and 
Don  Rogers  focused  society’s  attention  on  the 
volatile  nature  of  cocaine  abuse. 

Cocaine  has  been  in  use  for  many  years;  it 
was  called  “the  divine  plant  of  the  Incas”  by 
Dr.  Mortimer  in  his  1901  treatise  about  the 


TABLE  1 

USE  OF  RECREATIONAL  DRUGS 


Response 

Choice 

Junior  High 
Or  Before 

(%) 

High 

School 

(%) 

First-Year 

College 

Students 

(%) 

After 

First 

Year 

(%) 

Cigarettes* 

41 

34 

14 

12 

Smokeless 

16 

53 

24 

7 

Alcohol 

24 

65 

8 

3 

Marijuana/hashish* 

25 

58 

10 

6 

Cocaine 

4 

42 

24 

30 

Psychedelics* 

13 

44 

21 

20 

Barbituates/Tranquilizers* 

31 

31 

17 

17 

Amphetamines* 

8 

58 

21 

14 

^Percentages  do  not  total  100%  because  of  rounding. 
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I history  of  cocaine.®  Since  the  late  1960s,  cocaine 
i use  has  steadily  increased  as  more  powerful 
: and  cheaper  extracts  became  available. 

Cocaine,  a naturally  occurring  alkaloid,  is  a 
local  anesthetic  and  a stimulant  of  the  cardio- 
respiratory and  central  nervous  systems. 

! Cocaine  blocks  the  presynaptic  re-uptake  of 
; norepinephrine  and  dopamine,  which  pro- 
duces an  excess  of  neurotransmitter  at  the 
1 postsynaptic  receptor  sites.®  This  enhances 
;!  the  sympathetic  nervous  system  to  produce 
t vasoconstriction,  an  acute  rise  in  arterial  pres- 
1 sure,  tachycardia,  and  a lowered  threshold  for 
I seizures  and  ventricular  arrythmias.  In  addi- 
; tion,  cocaine  may  produce  hyperglycemia, 

' mydriasis,  and  hyperthermia.® 

Cocaine  is  absorbed  easily  by  a variety  of 
methods.  Common  routes  of  abuse  include 
sniffing  or  snorting  through  the  nose,  smoking 
or  freebasing,  intravenous  injection,  and  the 
newest  form  of  use,  called  “crack.”  Crack  has 
received  a great  deal  of  attention  lately  because 
!i  it  is  an  almost  pure  form  of  cocaine  and 
i relatively  inexpensive.  When  it  is  smoked  in  a 
pipe  or  mixed  with  tobacco  in  a cigarette,  it 
j makes  a popping  sound,  which  is  responsible 
' for  it’s  nickname.  The  danger  of  crack  is  that  it 

I will  produce  an  effect  comparable  to  that  of  an 
intravenous  injection.^  The  combination  of  an 
intense  high  and  a peak  effect  in  three  to  five 
; minutes  accounts  for  the  highly  addictive 
j nature  of  crack. 

I Cocaine  use  may  impair  athletic  perfor- 
; mance;  several  promising  careers  have  already 
been  destroyed.  Symptoms  of  cocaine  use 
I include  tremulousness,  agitation,  restlessness, 

' insomnia,  and  anxiety.’  While  cocaine  does 
not  discriminate  in  its  effects  on  athletes  and 
non-athletes,  an  exception  would  be  if  someone 
j is  exercising  while  taking  cocaine.  The  im- 
paired judgment  attendant  with  cocaine  use 
! may  endanger  the  athlete  or  other  competitors. 

Cardiovascular  effects  of  exercise  may  be 
accentuated  by  cocaine  as  well.  Another 
concern  is  the  hyperpyrexia  induced  by  cocaine 
which  is  caused  by  a combination  of  increased 
muscular  activity  with  excess  heat  production 
and  vasoconstriction  that  prevents  heat  loss. 
Cocaine  also  likely  has  a direct  effect  on  the 
heat  regulating  center  of  the  brain.®  An  athlete 
exercising  in  the  heat  would  thus  be  highly 
susceptible  to  severe  hyperthermia. 
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The  treatment  of  athletes  who  use  recrea- 
tional drugs  such  as  cocaine  can  be  difficult. 
The  repeated  treatment  failures  of  several 
prominent  professional  players  is  testimony 
to  the  problem.  Frequently,  the  most  difficult 
step  is  the  identification  of  the  athlete  with  a 
drug  problem.  In  the  case  of  cocaine,  there 
may  be  behavioral  changes  that  become 
evident  to  coaches,  trainers,  teammates,  and 
team  physicians.  While  one  should  not  be  too 
hasty  in  assuming  that  a personality  change 
is  drug  related,  it  is  important  to  consider  that 
possibility.’  One  of  the  conclusions  of  Dr. 
McKeag’s  study  was  that  no  consistent  profile 
of  the  athlete  who  used  recreational  drugs 
could  be  found. ^ 

A player’s  performance  is  often  a poor  indi- 
cator of  drug  use;  many  athletes  have  been 
able  to  maintain  a high  level  of  play  while  the 
rest  of  their  lives  were  in  chaos.  A recent 
example  of  this  is  Gary  McClain,  who  led 
Villanova  to  a basketball  championship  at  the 
same  time  that  cocaine  addiction  was  dis- 
rupting his  personal  life.^  People  often  overlook 
the  subtle  signs  of  drug  use  as  long  as  per- 
formance is  maintained.  The  result  is  that 
coaches  and  teammates  are  later  quoted  as 
saying,  “I  never  suspected  that  he  was  a drug 
abuser.” 

After  the  problem  is  recognized  (either 
through  direct  confrontation  or  following  a 
positive  drug  test)  the  causes  can  be  identified 
and  appropriate  treatment  begun.  This  starts 
with  a safe  withdrawal  of  the  drug;  depending 
on  the  drug  and  the  level  of  addiction,  hospi- 
talization may  be  required.  A professional 
drug  counselor  is  needed  to  conduct  therapy 
and  prevent  recurrence.  Periodic  drug  testing 
may  be  helpful  in  certain  circumstances  to 
keep  an  athlete  drug-free. 

Drug  education  about  the  adverse  effects  on 
performance  may  help  to  deter  athletes  from 
using  recreational  drugs.  Athletes  tend  to  be 
conscious  of  their  level  of  play  and  the  informa- 
tion about  immediate  effects  on  performance 
will  be  more  effective  than  long  term  side 
effects.  For  example,  recent  studies  have 
demonstrated  a reduction  of  maximal  exercise 
performance  after  smoking  marijuana.^® 
Prevention,  through  education  and  possible 
drug  testing,  is  much  more  effective  than 
treatment  after  the  problem  is  discovered. 
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The  two  most  abused  drugs  among  athletes 
and  non-athletes  alike  are  alcohol  and 
nicotine.  It  is  estimated  that  10%  of  men  and 
3-5%  of  women  will  develop  alcoholism — 15  to 
20  million  people— leading  to  1 to  1.5  million 
cases  of  cirrhosis.  Alcoholics  also  have  a rate 
of  carcinoma  ten  times  higher  than  that 
expected  in  the  general  population. In  addi- 
tion, recent  evidence  suggests  that  moderate 
alcohol  consumption  is  associated  with  an 
elevation  in  the  risk  of  breast  cancer  by  50  to 
100%.i2 

Tobacco  is  also  a major  health  hazard  that 
accounts  for  approximately  90,000  deaths  each 
year  from  lung  cancer  alone.  It  is  estimated 
that  125,000  deaths  from  coronary  heart 
disease  are  attributable  yearly  to  smoking. 
The  annual  cost  for  smoking-related  medical 
care  and  lost  productivity  in  the  United  States 
is  estimated  to  be  $55  billion. Compare  the 
number  of  deaths  from  tobacco  and  alcohol  to 
the  643  cocaine-related  deaths  that  were 
recorded  in  1985.i^  With  all  the  media  attention 
given  to  cocaine  and  other  street  drugs,  it 
is  important  to  remember  that  tobacco  and 
alcohol  are  still  the  most  abused  drugs  and  are 
responsible  for  a great  deal  of  morbidity  and 
mortality. 

ERGOGENIC  AIDS 

The  next  classification  of  drugs  is  the  ergo- 
genic  aids — drugs  that  may  enhance  perfor- 
mance. There  are  many  substances  perceived 
by  athletes  to  be  in  this  category,  such  as 
amphetamines,  caffeine,  growth  hormones, 
levodopa,  auto-transfusion,  and  anabolic  ste- 
roids. It  is  important  to  remember  that  not  all 
ergogenic  aids  have  actually  been  scientifi- 
cally proven  to  augment  performance.  Psy- 
chologic state  has  a great  deal  of  influence  on 
an  athlete’s  play  and  the  suggestion  that  a 
substance  will  improve  performance  can  be  a 
powerful  influence.  In  one  study,  intercolle- 
giate athletes  given  a placebo  labeled  as  ana- 
bolic steroids  markedly  increased  their  weight 
lifting.  For  the  confines  of  this  article,  drugs 
of  this  category  will  be  based  on  the  athlete’s 
perceptions  of  their  effectiveness,  which  are 
the  reasons  for  the  drugs’  use. 

An  example  of  this  category  is  anabolic  ste- 
roids, probably  the  most  utilized  ergogenic  aids 
today.  Anabolic  steroids  are  a broad  class  of 
drugs  that  are  synthetic  derivatives  of  testos- 

572 


terone  and  are  used  by  athletes  to  increase 
their  strength.  The  term  “anabolic”  refers  to 
the  ability  of  the  compound  to  build  up  body 
mass.^^  Anabolic  steroids  are  an  attempt  to 
improve  on  testosterone  through  chemical 
substances  that  minimize  androgenic  effects 
and  maximize  anabolism.  This  has  proved 
possible  with  laboratory  animals,^®  but 
humans  still  express  the  androgenic  effects  of 
the  drugs.  It  is  the  androgenic  actions  of  ana- 
bolic steroids  that  are  responsible  for  the 
adverse  reactions. 

There  has  been  much  controversy  concern- 
ing whether  or  not  anabolic  steroids  actually 
work;  do  they  in  fact  increase  strength  and 
lean  body  mass?  There  has  been  a great  deal  of 
confusion  because  some  of  the  early  work  with 
steroids  used  untrained  subjects  and  found  no 
differences  in  the  steroid  or  control  groups. 
Other  studies  did  not  administer  steroids  in 
the  doses  that  athletes  frequently  use.  Reports 
indicate  that  athletes  may  be  taking  the  equi- 
valent of  300  mg  of  testosterone  daily^®  (nor- 
mal males  secrete  5-6  mg  of  testosterone  per  i 
day)“  to  increase  strength. 

The  current  consensus  among  sports  medi- 
cine physicians  is  that  anabolic-androgenic 
steroids,  in  the  presence  of  an  adequate  diet 
and  high  intensity  exercise,  can  increase  gains 
in  muscular  strength  and  lean  body  mass.^® 
Athletes  have  realized  this  since  anabolic  ste- 
roids were  introduced  into  sports  competion  in 
the  early  1950s.2o  It  is  only  recently  that 
knowledge  about  the  side  effects  of  these  drugs 
has  been  studied 

The  most  significant  general  risk  is  the 
effects  on  the  cardiovascular  system.  Studies 
have  demonstrated  a marked  decrease  in 
high-density  lipoprotein  (HDL)  levels  among  ; 
athletes  who  use  anabolic  steroids.^^’^^  It  has  ' 
become  well  recognized  that  HDL  exerts  a pro- 
tective effect  against  cardiovascular  disease,  , 
and  that  low  HDL  levels  are  associated  with  I 
an  increased  risk  of  atherosclerosis. 
Whether  these  changes  are  reversible  upon  , 
discontinuation  of  the  steroid  is  not  yet  known,  j 
Anabolic  steroids  can  also  elevate  blood  pres-  ' 
sure,^^  causing  another  insult  to  the  cardio- 
vascular system.  { 

There  have  also  been  reported  cases  of  liver  ’ 

dysfunction,  hepatomas, ^3,24  pelosis  , 

hepatis — the  formation  of  blood-filled  cysts  | 
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within  the  liver.^^  Hepatic  problems  tend  to  be 
more  severe  with  the  17-alpha  alkylated  ste- 
roids, ie,  the  oral  preparations.  At  this  point, 
the  cause  and  effect  of  these  disorders  with 
anabolic  steroids  has  not  been  completely 
elucidated;  however,  there  does  seem  to  be  a 
high  degree  of  correlation. 

Anabolic  steroids  cause  several  adverse 
effects  on  the  male  reproductive  system.  These 
are  mediated  by  suppression  of  gonadotropins 
by  the  exogenous  androgens,  which  may  result 
in  oligo/azoospermia,  decreased  testicular  size, 
and  impotence.  In  addition,  the  conversion  of 
excess  androgens  to  estrogenic  compounds 
may  result  in  gynecomastia. Most  of  these 
changes  appear  to  be  reversible;  they  may 
serve  as  useful  indicators  of  steroid  abuse. 

Women  and  children,  who  usually  secrete 
much  less  testosterone  than  men,  have  accord- 
ingly different  side  effects.  Women  secrete 
only  .25  mg  of  testosterone  per  day^^  and  may 
experience  all  of  the  virilizing  actions  of 
androgens.  These  include  male  pattern  alope- 
cia, acne,  breast  reduction,  hirsutism,  clito- 
romegaly,  and  deepening  of  the  voice,  with  the 
latter  three  likely  irreversible.  The  major  risk 
to  children  taking  anabolic  steroids  is  the 
premature  closure  of  the  epiphyses.^®  This  is 
definitely  irreversible  and  leads  to  a loss  of 
stature. 

The  use  of  ergogenic  aids,  especially  ana- 
bolic steroids,  is  difficult  to  deter  because  ath- 
letes are  often  willing  to  assume  or  ignore  risks 
in  order  to  improve  their  performances.  Edu- 
cation and  counseling  are  important,  but  this 
is  one  area  where  drug  testing  and  sanctions 
may  be  necessary  to  curb  drug  use.  Unfortu- 
nately, the  high  cost  of  testing  for  steroids 
(usually  more  than  $200  per  test)  has  pre- 
vented groups  such  as  the  National  Football 
League,  from  initiating  testing.  The  use  of 
anabolic  steroids  is  opposed  by  the  American 
College  of  Sports  Medicine, the  National  Col- 
legiate Athletic  Association  (NCAA),'-^®  and 
the  International  and  United  States  Olympic 
Committees. 

Team  physicians  should  have  a high  index 
of  suspicion  in  evaluating  athletes  who  com- 
pete in  sports  where  strength  is  important. 
Physical  signs  that  may  be  indicative  of  ana- 
bolic steroid  use  in  men  include  rapid  weight 
gain,  striae,  testicular  atrophy,  and  psycho- 
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logic  changes.  These  changes  may  include 
variations  in  libido,  mood  swings,  and  an 
increase  in  aggressive  behavior.^® 

It  is  also  becoming  increasingly  apparent 
that  anabolic  steroids  are  not  the  sole  province 
of  serious,  competitive  athletes.  Family  practi- 
tioners, internists,  and  pediatricians  are  all 
being  exposed  to  patients  using  anabolic  ste- 
roids. Black  market  cycles  of  anabolic  steroids 
are  widely  available  to  those  Americans  who 
are  physique  conscious.  Recent  studies  esti- 
mate that  1 million  Americans  may  be  using 
black  market  steroids  that  are  easily  obtained 
at  many  health  clubs  throughout  the  coun- 
try.It  is  for  this  reason  that  there  have  been 
several  proposals  to  make  anabolic  steroids  a 
controlled  substance.^®’^®’^° 

THERAPEUTIC  DRUGS 

The  final  category  of  drugs  are  those  that 
are  supplied  by  a physician  for  therapeutic 
reasons.  The  difference  between  these  drugs 
and  ergogenic  aids  is  that  therapeutic  drugs 
allow  an  athlete  to  compete  fairly  with  his  or 
her  opponent.  An  example  of  this  would  be 
prescribing  an  albuterol  inhaler  to  prevent 
wheezing  and  dyspnea  for  an  athlete  with 
exercise  induced  asthma. 

These  drugs  usually  do  not  cause  a problem 
unless  the  drugs  allow  an  athlete  to  compete 
unsafely.  The  injudicious  use  of  an  analgesic 
that  results  in  further  injury  would  be  an 
example  of  the  misuse  of  a therapeutic  drug. 
Drugs  of  this  nature  must  be  used  cautiously 
by  a physician  in  accordance  with  the  de- 
mands of  the  sport.  For  championship  events, 
the  NCAA  bans  3,000  over-the-counter,  pre- 
scription, and  street  drugs,  including  most 
decongestants,  which  may  act  as  stimulants 
at  high  doses.^i 

DRUG  TESTING 

This  leads  to  the  issue  of  drug  testing  in 
athletics,  an  idea  that  many  institutions  have 
already  embraced.  A questionnaire  from  1986 
revealed  that  72  colleges  and  universities  were 
conducting  drug  testing  on  their  athletes. In 
January,  1986,  the  NCAA  promulgated  legis- 
lation that  authorized  the  testing  of  athletes  at 
all  NCAA-sanctioned  championships  held 
after  August  1,  1986. There  are  many  con- 
cerns about  drug  testing.  Although  the  NCAA 
uses  Olympic  laboratories  that  are  very  exact, 
there  is  no  national  certification  for  laboratory 
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drug  testing.  This  was  explored  in  a 1985  study 
that  concluded,  “Laboratories  are  often  unable 
to  detect  drugs  at  concentrations  called  for  by 
their  contracts. A critique  of  marijuana  test- 
ing was  recently  done  and  found  guidelines 
lacking. 34  What  percent  error  is  acceptable 
when  an  athlete’s  career  and  reputation  may 
be  on  the  line? 

The  underlying  purpose  of  testing  athletes 
is  to  deter  drug  use,  because  drugs  are  un- 
healthy and/or  provide  an  unfair  advantage 
to  the  user.  Does  a negative  test  prove  that 
someone  is  not  using  drugs?  The  Centers  for 
Disease  Control’s  blind  studv  discovered  a 
high  rate  of  false  negative  results^^  (Table  2).  A 
recent  NCAA  drug  test  of  bowl-bound  football 
players  in  December,  1986,  found  that  21  play- 
ers were  positive  for  anabolic  steroids.^^  The 
NCAA  proudly  announced  that  because  so 
few  players  tested  positive,  there  was  no  major 
steroid  problem  at  the  college  level.^® 

In  fact,  oral  anabolic  steroids  are  not  detec- 
table two  to  14  days  after  their  last  use,i®  while 
injectable  steroids  may  be  detected  nine 
months  to  a year  later  by  a sophisticated 
laboratory. 3’^  The  NCAA  tests  were  done  at  the 
end  of  the  season  at  a time  when  most  football 
players  have  stopped  using  anabolic  steroids. 
The  positive  results  only  reflected  the  use  of 
injectable  steroids,  ignoring  the  oral  agents. 
This  is  an  example  of  the  care  that  must  be 
taken  when  relying  on  drug  testing  as  the  sole 
deterrent  to  drug  use.  The  NCAA  did  not  pro 
vide  for  any  education  before  the  testing,  nor 
was  counseling  authorized  for  anyone  who 
tested  positive. 

Another  reason  for  the  low  positive  test  rate 
by  the  NCAA  was  the  timing  of  the  test.  The 


TABLE  2 
DRUG  TESTING 


Drug  Tested  For 

Barbiturates 

Amphetamines 

Methadone 

Cocaine 

Codeine 

Morphine 


Percent  of 
Laboratories  with 
Unacceptable  False 
Negative  Rates 

91% 

100% 

50% 

91% 

15% 

92% 


NCAA  announced  that  tests  would  only  be 
conducted  before  championship  events;  hardly 
a random  test.  Because  of  the  relatively  short 
half-lives  of  most  substances,3®  (Table  3)  the 
timing  of  the  drug  test  must  be  completely 
unknown  to  the  athletes  in  order  to  have  any 
value  as  a deterrent.  In  addition,  although 
studies  have  shown  that  alcohol  and  tobacco 
are  the  most  abused  drugs,  no  institution, 
including  the  NCAA  and  their  list  of  3,000 
banned  drugs,  tests  for  those  two  substances. 

Although  athletes’  use  of  recreational  drugs 
appears  to  be  random  and  personalized,^  cer- 
tain drugs  do  predominate  with  respect  to 
specific  sports.  Wrestlers  and  baseball  players 
have  a preponderance  for  smokeless  tobacco. 
Wrestlers  tend  to  chew  tobacco  for  the  stimu- 
lant effect  and  to  ward  off  hunger  when  trying 
to  cut  weight. 

It  is  hard  to  imagine  watching  a baseball 
game  without  references  to  chewing  tobacco. 
During  one  of  the  1986  World  Series  games, 
there  was  almost  24  minutes  of  air  time  devoted 
to  players  and  coaches  chewing  and  dipping 
smokeless  tobacco.39  The  influence  on  young 
ball  players  is  unmistakable;  yet  smokeless 
tobacco  causes  a 50-fold  incidence  in  cancers 
of  the  gum  and  buccal  mucosa.^o 

As  previously  mentioned,  steriod  abuse 
should  be  considered  in  an  athlete  who  com- 
petes in  a sport  where  strength  is  highly 
valued.  Those  include  power-lifting,  football, 
the  field  sports  of  track  and  field,  and  body 
building.  Where  leanness  is  a desirable  trait, 
athletes  may  be  tempted  to  use  diuretics  and 
laxatives  to  lose  weight.  Activities  that  fall 
into  this  category  include  wrestling,  light- 
weight crew,  gymnastics,  dance,  and  some 
track  events. 

The  above  patterns  of  drug  use  are  intended 
as  general  guidelines.  It  is  important  to  be 
aware  of  the  possibility  of  drug  use  in  an  ath- 
lete and  be  familiar  with  the  effects  of  the 
potential  drugs  of  abuse.  Armed  with  that 
knowledge,  it  is  understandable  how  the 
demands  of  a certain  sport  may  predispose  an 
athlete  to  abuse  a specific  drug. 

SUMMARY 

Drug  use  in  society  will  continue  to  be  a 
major  problem,  and  athletes’  use  of  drugs  is  a 
reflection  of  that  fact.^  An  athlete’s  use  of 
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TABLE  3:  From  Reference  3 


Amphetamines 

Methamphetamine 

Phenmetrazine 

Morphine 

Codeine 

Meperidine 

Hydromorphine 

Quinine 

Propoxyphene 

Methadone 

Cocaine 

Phenobarbital 

Short-acting  barbiturates 

PCP 

Methaqualone 
Benzodiazepines 
THC  or  metabolites 


1 recreational  drugs  needs  to  be  addressed 
through  education,  counseling,  and  testing. 
Cocaine,  especially  in  the  form  of  crack,  is  an 
epidemic  problem  and  a national  effort  is 
I needed  to  uncover  its  use  and  treat  addicts. 

I Ergogenic  aids  may  be  more  difficult  to 
|i  detect  and  treat  because  the  drug’s  desired 
\ effect  receives  positive  reinforcement  from 
I coaches,  teammates,  and  fans.  A football 
; player,  after  an  off-season  of  anabolic  steroids, 

I who  reports  for  the  season  30  pounds  heavier 
with  a large  increase  in  strength  will  be 
praised  by  the  coach.  Unless  there  are  some 
demonstrable,  negative  side  effects,  the  drug 
use  will  continue.  This  is  in  contradistinction 
to  an  alcoholic  who  may  ultimately  erode  his 
social  supports  and  hit  bottom,  provoking  a 
crv  for  help. 

Therapeutic  drugs  need  to  be  used  appro- 
priately by  physicians  with  an  understanding 
of  the  sport  and  possible  drug  testing  rules.  A 
football  player  from  Salisbury  State  was 
banned  in  1986  for  using  pseudoephedrine 
before  a play-off  game."*!  The  NCAA  considers 
; pseudoephedrine,  which  the  player  took  for 
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Elapsed  Time 
Necessary  for 
Appearance  in 
Urine  (hr.) 

Length  of  Time 
Drug  May  Be 
Detected  in 
Urine  (hr.) 

8-12 

24-48 

8-12 

24-48 

8-12 

24-48 

6-12 

24-48 

8-12 

24-48 

8-12 

24-48 

8-12 

24-48 

8-12 

24-48 

8-12 

24-48 

8-12 

24-48 

6-12 

18-36 

8-12 

72-120 

8-12 

24-48 

8-12 

24-72 

8-12 

24-48 

8-12 

72-120 

4-8  days 

1 0-30  days 

rhinitis,  a sympathomimetic  amine  and  thus, 
a potential  stimulant  in  high  doses.  The  drug, 
in  an  over-the-counter  preparation,  was  given 
to  the  athlete  by  a trainer  unfamiliar  with  the 
NCAA  rules. 

Physicians  can  play  a strong  role  in  deter- 
ring drug  abuse  and  should  be  able  to  help 
identify  the  patient  who  may  be  a substance 
abuser.  In  adiditon,  physicians  can  advise 
drug  deterrence  programs  to  help  meet  their 
objectives  (Table  4). 

PERSONAL  COMMENT 

I have  been  asked  how  I would  treat  an  ath- 
lete who  presents  to  the  office  requesting  a 
prescription  for  anabolic  steroids.  Based  on 
my  experience  and  research  of  the  literature,  I 
believe  that  it  is  unethical  and  medically 
unwise  for  a physician  to  give  anabolic  ste- 
roids to  an  otherwise  healthy  patient.  There 
have  been  many  cases  of  physicians  (with 
good  intent)  writing  prescriptions  for  anabol- 
ics in  order  to  keep  their  patients  from  the 
dangers  of  black  market  drugs.  What  fre- 
quently occurs  is  that  the  patient  either  ends 
up  selling  the  legal  prescription  or  augment- 
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TABLE  4 

RESOURCES  FOR  SUBSTANCE  ABUSE 
IN  DELAWARE 

Support  Groups 

Alcoholics  Anonymous  - 655-51 1 3 
Outpatient  Counseling 
Delaware  Alcohol  and  Drug  Treatment 
Center  - 656-4044 

Brandywine  Counseling  and  Diagnostic 
Center  - 629-2348 

New  Beginnings  at  Hidden  Brook  - 995-2124 
Turnabout  Counseling  in  Seaford  - 629-4132 
Detoxification  Centers 
Delaware  Addition  Services  - 995-8610 
Kent-Sussex  Detoxification  Center  - 422-8338 
Hotline 

The  Resource  Center  - 571-6975 


ing  it  with  black  market  steroids  anyway. 

Depending  on  the  age  and  sex  of  the  athlete, 
I would  fully  explain  the  risks  of  steroid  use. 
The  patient  eventually  asks,  “Do  steroids 
work?”  and  the  reply  is  that  they  do  seem  to 
add  strength  and  lean  body  mass  when  com- 
bined with  high  intensity  exercise  and  a proper 
diet.  To  deny  any  effect  is  to  lose  the  athlete’s 
confidence  in  your  knowledge  of  anabolics.  It 
is  important  to  emphasize  that  the  possible 
benefits  are  not  worth  the  definite  risk  involved 
and  the  possible  penalties  of  drug  testing. 

The  athlete  will  often  threaten  to  obtain 
anabolics  on  the  black  market  if  you  do  not 
prescribe  them.  Some  physicians  refuse  to 
treat  any  patient  who  is  using  illicit  drugs.  My 
preference  would  be  to  treat  the  athlete  like 
any  other  drug  abuser,  be  it  alcohol,  tobacco, 
marijuana,  or  cocaine.  I would  continue  caring 
for  the  patient  and  monitor  the  patient’s  liver 
function  tests,  cardiovascular  lipid  profile, 
and  possible  liver  ultrasound.  If  you  plan  to 
follow  blood  studies,  it  is  important  to  check 
them  before  the  patient  embarks  on  a cycle  of 
steroid  use.  At  no  time  would  I condone  the  use 
of  anabolics  and  would  take  every  opportunity 
to  discourage  the  patient’s  use  of  the  drug. 
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CORRECTION 

In  the  article,  “Thallium  Scans  of  the 
Heart,”  printed  in  the  August  issue  of  the 
Delaware  Medical  Journal,  the  photographs 
of  coronary  arteries  shown  on  pages  517  and 
518  were  inadvertently  switched.  We  regret 
this  error. 
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THE  FEMALE  ATHLETE 


Rebecca  Jaffe,  M.D. 


INTRODUCTION 

It  took  until  the  second  half  of  the  twentieth 
century,  for  the  female  of  the  species  to  re- 
emerge  as  an  exercising  individual.  When  the 
first  Olympics  were  held  in  Sparta,  women 
were  allowed  to  participate  in  their  own  com- 
petitive games  because  exercise  was  thought 
to  improve  their  ability  to  bear  children.  Later, 
however,  women  were  barred  from  all  games 
both  as  participants  and  observers,  with  a 
penalty  of  death  pronounced  if  found  in 
attendance.^ 

By  the  middle  1800s,  American  women 
reappeared  in  sports  at  the  intercollegiate 
level.  In  1900,  they  participated  in  tennis  and 
golf  at  the  Olympic  games,  but  because  of  male 
political  opposition,  they  did  not  formally 
compete  in  the  games  until  1920.^ 

Now,  in  the  second  half  of  the  twentieth  cen- 
tury, many  more  women  are  participating  and 
competing  in  athletics.  This  is  due  to  a great 
extent  to  Title  IX  of  the  Federal  Educational 

Dr.  Jalfe  is  a family  practitioner  in  Wilmington  who  specializes  in  sports 
medicine. 
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Assistance  Act  of  1972  which  for  the  first  time 
required  equality  for  men  and  women  in  edu- 
cational activities  if  federal  funds  were 
involved. 

The  elite  athlete  has  garnered  a great  deal  of 
publicity  and  research,  but  as  health  care  pro- 
viders, we  must  be  concerned  with  every  exer- 
cising individual.  It  is  important  for  us  to 
know  how  to  prevent  injuries,  how  to  deal  with 
the  results  of  abuse  and  injury,  and  impart  this 
knowledge  to  our  patients.  It  is  also  impor- 
tant that  physicians  know  the  differences 
and  similarities  between  the  female  athlete 
and  her  male  counterpart. 

ANATOMY  AND  PHYSIOLOGY 

Research  has  confirmed  that  boys  and  girls 
who  participate  in  the  same  activities  are 
equally  developed  until  age  nine.^  With  the 
onset  of  puberty,  boys  develop  larger  and 
stronger  muscles.  This  is  not  because  the 
actual  muscle  fibers  are  different,"*  but  because 
the  female  body  has  approximately  24%  mus- 
cle mass,  while  the  male  body  has  a muscle 
mass  amounting  to  40%  of  total  body  weight. 
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Women  are  thus  at  a disadvantage  in  sports 
requiring  power  and  speed. 

After  puberty,  bone  mass  in  men  becomes 
greater  per  unit  volume  than  in  women. 
Women  have  smaller,  shorter  bones;  therefore, 
they  cannot  create  the  same  force  that  a larger, 
longer-boned  man  is  able  to  produce.  Women, 
however,  have  greater  flexibility  and  greater 
dexterity.  They  also  have  better  neuromuscu- 
lar coordination.  The  female  elbow  is  much 
more  lax  than  that  of  the  man,  and  is  sup- 
posedly less  prone  to  injury. 

Women  have  more  total  body  fat  (approxi- 
mately 22  - 26%  versus  12  - 16%),  making  them 
relatively  less  powerful.  This  additional  fat  is 
used  for  energy,  but  may  be  offset  by  the 
increased  metabolic  cost  of  its  weight  bearing; 
thus  the  female  endurance  is  at  least  equal  to 
that  of  man.^  The  socialization  that  tends  to 
discourage  exercise  in  women  also  increases 
the  “natural  tendency”  of  women  to  become 
fatter  than  men.  A more  stable  body  fat  com- 
position in  women  makes  them  better  pre- 
pared for  pregnancy  and  lactation,  but  makes 
it  more  difficult  to  lose  fat.  This  extra  body  fat 
may  play  a beneficial  role  in  providing 
buoyancy  in  swimming. 

Response  to  heat  may  be  similar  in  the  sexes 
at  the  same  %VO^  max.  Women  have  a higher 
rectal  temperature  and  heart  rate  when  work- 
ing at  a higher  relative  exercise  intensity  than 
men.  Training  lowers  the  threshold  for  sweat- 
ing and  vasodilation  in  both  sexes  and  there- 
fore improves  heat  tolerance.  In  road  races, 
women  and  men  suffered  equally  from  heat 
illnesses.^ 

The  female  of  the  species  has  less  blood 
volume,  a smaller  heart,  and  a lower  hemo- 
globin level  compared  to  her  male  counterpart. 
Most  studies,  even  when  expresssing  power 
relative  to  body  weight  or  fat-free  weight,  dem- 
onstrate lower  aerobic  power  in  women.  One 
group  who  measured  leg  volume  and  corrected 
for  fat  was  able  to  eliminate  size,  sex,  and 
racial  differences  in  determining  maximal 
aerobic  power.® 

Women  have  more  knee  problems,  because 
their  anatomy  places  their  hips  farther  apart 
than  in  men.  This  causes  increased  stress  on 
their  lower  extremities  and  accounts  for  the 
increased  prevalence  of  injuries,  including  the 
patellofemoral  syndrome^  (Fig.  1),  stress  frac- 
tures and  reactions  (microtrauma  to  a specific 
bone,  causing  an  inflammatory  and  pain 
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response  most  commonly  seen  in  the  female’s 
pelvis  and  foot),  shin  splints,  and  iliotibial 
band  syndrome.  The  wider  pelvis  and  shorter 
legs  cause  the  woman’s  center  of  gravity  to  be 
lower  than  the  man’s,  which  aids  her  in  such 
sports  as  gymnastics.  Women  are  also  seven 
times  more  prone  to  scoliosis  than  men,  and 
therefore  more  prone  to  back  problems.  A good 
back  exercise  program  can  benefit  women. 

In  the  1960s,  ’70s,  and  even  in  the  ’80s,  some 
researchers  always  found  differences  between 
men  and  women  to  explain  the  inferiority  of 
the  female  athlete.  But  as  researchers  become 
more  accurate  in  matching  controls  (height, 
weight,  body  composition)  and  as  training 
improves,  the  relative  differences  between  the 
sexes  in  athletic  performance  is  slowly  disap- 
pearing.^® Since  the  average  man  is  larger  in 
size  (four  inches  taller  and  24  pounds  heavier), 
he  has  a true  advantage  in  physical  activities.® 

Microscopic  hematuria  from  athletic  endeav- 
ors occurs  more  commonly  in  men,  but 
resolves  itself  in  48  hours.  The  reason  for  their 
predominance  is  thought  to  be  caused  by  more 
strenuous  activities,  but  until  proper  matching 
takes  place,  we  must  reserve  judgment  on  this 
point. 

Unfortunately,  reported  female  injuries 
exceed  those  of  men.  The  injuries  reflect  the 
sports  in  which  women  participate,  and  sprains 
and  strains  are  the  most  common  injuries. 
Some  of  these  injuries  are  felt  to  be  due  to  poor 
general  conditioning  rather  than  to  a differ- 
ence in  the  anatomy  or  physiology  between  the 
sexes. 

ANEMIA 

One  out  of  four  women  in  the  United  States 
is  iron  deficient,  and  one  in  20  is  anemic  due  to 
this  deficiency.  In  athletic  women,  these  fig- 
ures are  lower.  The  average  non-exercising 
menstruating  woman  needs  18  mg  of  iron 
daily;  six  mg  to  replace  iron  lost  during  men- 
struation and  12  to  replace  all  other  losses. 
Three  100  mg  iron  tablets  per  week  should  pre- 
vent this  problem  in  a non-exercising  woman. 
The  exercising  woman  should  try  to  maintain 
a hemoglobin  concentration  of  at  least  14 
mg/dl  and  should  be  evaluated  with  a serum 
ferritin  to  assess  iron  deficiency.^® 

MENSES 

Secondary  amenorrhea  is  more  commonly 
noted  in  the  exercising  woman,  and  we  see 
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FEMALE  MALE 


FIGURE  1 


Patellofemoral  syndrome  (PFS),  also  known 
as  runner's  knee  or  retropatellar  pain  syn- 
drome, and  previously  known  as  chondroma- 
lacia patella,  is  seen  as  a chronic  problem  in 
female  athletes,  especially  in  runners  and 
jumpers.  The  problem  lies  with  improper 
patellar  tracking.  This  probably  relates  to  the 
greater  valugs  altitude  of  the  female  knee 
and  to  the  lack  of  good  development  of  the 
vastus  medialis  obliquus  in  women,  though  a 
direct  traumatic  incident  to  the  knee  may  be 
involved. 

The  athlete  commonly  describes  an  aching 
or  soreness  in  or  around  the  patella,  aggra- 
vated by  stair  climbing,  hill  running,  or  by 
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squatting  and  lifting  heavy  objects.  Stiffness 
after  activity  is  noted,  and  a grinding  or  cre- 
pitus may  be  appreciated.  Initially,  the  pain 
will  recede  with  exercise. 

When  the  routine  knee  exam  is  normal, 
diagnosis  can  be  made  by  the  “apprehension 
test”:  when  the  knee  is  extended  from  30° 
flexion  to  full  extension  while  the  examiner 
compresses  the  patella  against  the  femur, 
pain  is  elicited. 

T reatment  includes  ice  for  1 5-20  minutes  at 
a time,  anti-inflammatory  medication,  and  a 
progressive  guadriceps  strengthening  pro- 
gram. Some  patients  require  more  intensive 
physical  therapy,  and  a few  require  surgery. 
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many  younger  female  athletes  with  menstrual 
irregularities.  There  are  many  theories  to 
explain  this  phenomenon.  Presumably,  there 
are  hormonal  alterations  related  to  decreased 
bud>  fat,  weight  changes,  stress,  nutritional 
abfciTations,  plus,  the  exercise  itself  may  be 
partially  responsible.  In  all  women,  active  or 
rmt.  Secondary  amenorrhea  should  initiate  a 
work  up.  This  should  include  a history  and 
ph,  > Sical  as  well  as  a serum  prolactin  T4,  T3U, 
TSH,  FSH,  LH,  and  HCG.  If  all  are  deemed 
nurmal,  then  endogenous  estrogen  can  be 
assessed  by  a progestin  challenge  test  (proges- 
terone ten  mg/dl  for  ten  days).  If  withdrawal 
bleeding  occurs,  there  is  sufficient  estrogen  to 
stimulate  the  endometrium;  lack  of  bleeding 
indicates  a lack  of  endogenous  estrogen.^^ 
(’)nly  in  this  decade  have  we  learned  that  it  is 
the  patient’s  detriment  not  to  bleed  regu- 
biiriy.  An  increase  in  uterine  and  cervical  car- 
cinoma is  seen  in  estrogen-deficient  women.  In 
.iddition,  a decrease  in  calcium  absorption  has 
i t n observed,  causing  accelerated  bone  loss 
and  weaker  bones.  Even  exercise,  which  has 
i>een  linked  to  bone  strength,  seems  ineffective 
preventing  this  dramatic  increase  in  brittle 
t ones.  Consequently,  it  is  important  to  evalu- 
ate an  amenorrheic  patient.  If  there  is  no 
-letectable  pathology,  provision  of  withdrawal 
) deeding  by  medication  is  highly  recommended 
:i  a regular  basis. 

Most  women  have  normal  menses  even  when 
they  exercise.  Over  70%  of  women  participat- 
ng  in  the  Boston  Marathon  in  1984,  stated 
t hey  had  normal  menstrual  cycles  on  a recur- 
ring basis.  Many  studies  have  been  done  col- 
lating performance  and  menses.  One  such 
study  showed  that  in  1964  and  1968,  women 
participating  in  the  Olympics  set  records  and 
w n medals  during  all  phases  of  the  menstrual 
vde. 

Dysmenorrhea  is  seen  much  less  in  the 
athletic  population,  but  should  be  treated  with 
(fiisteroidal  anti-inflammatory  agents  as  in 
. .ut.  non-athlete. 

f»REGNANCY 

Exercise  during  pregnancy  has  often  been 
q uestioned.  There  is  no  evidence  that  there  is  a 
higher  complication  rate  in  athletes  versus 
m>n  athletes.  It  is  not  known  how  to  gauge 
xercise  so  that  uterine  blood  flow  is  not  com- 


promised. In  animal  models,  exercise  decreased 
effective  uterine  blood  flow.^^  However,  we 
have  seen  women  who  were  active  before 
pregnancy  and  were  able  to  maintain  an 
active  way  of  life  through  all  nine  months  with 
no  adverse  effects.  It  is  probably  reasonable  to 
allow  exercise  at  a level  of  exertion  performed 
preconception.  To  avoid  fetal  compromise, 
exercising  to  the  point  of  exhaustion  should  be 
discouraged.  Long  distance  running  is  permit- 
ted if  this  activity  is  not  embarked  upon  at  the 
onset  of  pregnancy,  and  the  athlete  is  in  good 
condition.  There  are  runners  who  have  partic- 
ipated in  successful  marathons  the  day  before 
the  birth  of  their  healthy  children. 

Preliminary  studies  indicate  that  the  fetal 
heart  rate  remains  within  a safe  range  while 
the  mother  exercises.^^  Studies  in  women  have 
also  shown  that  fetal  birthweight  is  lower 
among  aerobically  active  women.  However, 
there  is  no  scientific  evidence  that  aerobic 
exercise  makes  labor  or  delivery  easier  or  more 
painless. Weight  training  may  be  initiated 
after  conception.  Greater  muscle  strength  may 
help  to  reduce  muscular  pains  associated  with 
uterine  expansion. 

It  has  been  documented  that  an  increase  in  a 
mother’s  core  temperature  of  greater  than 
2.4°C  is  detrimental  to  her  unborn  baby’s 
health;  increased  neural  tube  defects  have 
been  noted.  The  definitive  study  was  carried 
out  with  women  using  saunas,  but  one  would 
rather  extrapolate  than  experiment.  Sustained 
temperature  elevation  above  39°C  should  be 
avoided  because  of  associated  birth  defects. 

The  American  College  of  Obstetrics  and 
Gynecology  advises  against  vigorous  exercise 
for  women  who  have  had  three  or  more  mis- 
carriages, have  ruptured  membranes,  prema- 
ture labor,  are  carrying  multiples,  have  expe- 
rienced bleeding,  or  who  have  placenta  previa. 
In  uncomplicated  pregnancies,  true  contact 
sports,  downhill,  and  water  skiing  should  be 
avoided  due  to  direct  traumatic  possibilities  to 
the  fetus.i'* 

OSTEOPOROSIS  AND  BONE  STRENGTH 

After  menopause,  there  is  an  increase  in 
osteoporosis  and  therefore,  fractures.  Recently, 
increased  controversy  has  surrounded  mineral 
supplementation  with  calcium  (one  to  two 
grams  per  day)  and  vitamin  D as  a means  of 
reinstating  trabecular  bone.  Maintenance 
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hormonal  replacement  (a  minimum  of  0.625 
mg  of  conjugated  estrogen  for  25  days,  then  10 
mg  of  progesterone  concomitant  with  the  12 
final  days  of  estrogen)  causing  withdrawal 
bleeding  seems  to  be  somewhat  protective  if 
initiated  early.  Consistent  exercise  also  seems 
to  be  somewhat  protective  and/ or  restorative 
of  trabecular  bone.^° 

Estrogen  alone  is  contraindicated  in  the 
post-menopausal  woman  due  to  increased  risk 
of  uterine  and  cervical  cancer.  The  addition  of 
cyclic  progesterone  with  consequent  withdraw- 
al bleeding  seems  to  obviate  this  risk. 

AGED  ATHLETES 

We  do  not  know  if  continued  exercise  through- 
out life  will  add  to  longevity,  but  it  certainly 
benefits  most  people,  both  psychologically  and 
functionally.  Notable  exceptions  exist,  such  as 
the  elite  runner  who  required  bilateral  hip 
replacements.  Exercises  chosen  for  the  elderly 
population  must  limit  the  wear  and  tear  on 
joints  and  be  adjusted  to  their  disabilities. 
Activities  such  as  walking,  swimming,  and 
low  impact  calesthenics  appear  appropriate.^^ 

People  with  arthritis  should  exercise  to 
strengthen  their  joints,  but  in  a measured  way 
to  avoid  cartilage  damage.  Swimming,  cycling, 
and  walking  are  recommended  to  promote 
overall  wellbeing. 

PSYCHOLOGY 

Early  socialization  in  sports  was  male- 
oriented  and  can  account  for  the  overall  better 
fitness  of  men.  Title  IX,  which  required  equal 
access  by  the  sexes  to  sports  in  the  mid-1970s, 
was  a significant  step  toward  equalization,  but 
the  provision  was  repealed  in  1984.  With 
increasing  audience  and  sponsor  acceptance, 
we  will  see  better  participation  and  perfor- 
mance of  women  in  sports. 

Improved  self-esteem  and  decreased  depres- 
sion and  anxiety  is  seen  in  most  runners  and 
other  athletes,  though  athletes  with  addictive 
behaviors  scored  lower  in  self-esteem.^ 
NUTRITION 

We  have  already  discussed  the  need  for  iron 
and  calcium  in  the  exercising  as  well  as  the 
sedentary  woman.  It  is  important  for  many 
athletes  to  maintain  specific  weight  require- 
ments for  specific  sports  (eg,  ballet,  skating). 
Bulemia,  a disease  of  overeating  followed  by 
induced  vomiting,  laxative  abuse,  etc,  is  all  too 
prevalent  in  our  society,  and  particularly 


among  athletes.  This  disorder  may  cause  mus- 
cle cramps  and/or  decreased  athletic  perfor- 
mance, as  these  individuals  commonly  have 
low  serum  and  high  urine  potassiums.  Like 
anorectics,  they  need  intensive  care  for  their 
underlying  problems.  This  disorder,  though 
not  unique  to  women,  is  predominantly  seen  in 
them. 

Calorie  intake  and  the  minimum  daily 
requirements  of  vitamins  and  minerals  must 
be  calculated  based  on  appropriate  body  weight 
for  the  sport  under  consideration. 

STEROIDS  AND  OTHER  DRUGS 

Like  men,  women  frequently  use  anabolic 
steroids  to  increase  muscle  strength.  Although 
most  studies  involve  men,  liver  damage, 
including  liver  cancer  and  pelosis  hepatitis, 
and  increased  cardiovascular  risks  are  thought 
to  be  universal.  In  the  prepubescent  athlete, 
anabolics  cause  premature  epipyseal  closure 
and  gynecomastia.!®  Anabolic  steroids  cause 
masculinization  of  women  evidenced  by  per- 
manent excess  facial  and  body  hair,  deepening 
of  the  voice,  enlargement  of  the  clitoris,  and 
reversible  acne,  male  pattern  baldness,  and 
various  menstrual  irregularities.!^ 

Aspirin(ASA)  causes  dehydration  in  ath- 
letes due  to  severe  perspiration  and  urination. 
ASA  lowers  body  temperature  by  decreased 
heat  generation  and  increased  urination  due  to 
limited  reabsorption  of  water  by  the  tiny 
tubules  in  the  kidney.  By  their  physiology, 
women  are  poorer  at  heat  elimination,  with 
consequent  compoimding  of  the  situation. 
EQUIPMENT 

The  equipment  issue  is  important  for  all  ath- 
letes, but  there  are  a few  extra  female-related 
issues.  It  is  important  that  women  wear  appro- 
priate foot  gear  to  prevent  injury,  since  the 
lower  extremity  in  the  woman  is  most  prone  to 
injury.  Careful  choice  of  shoe  fit  and  style  is 
important.  Inclusion  of  inserts  such  as  sorba- 
thane  to  help  absorb  shock,  and  alleviate  the 
excess  pressure  to  the  foot,  ankle,  and  knee. 

The  breasts  should  be  protected  because  of 
the  easy  bruising  of  fat;  however,  in  case  of 
injury,  breasts  heal  quickly  and  completely. 
We  know  that  increased  trauma  will  not  cause 
cancer  or  harm,  but  they  can  interfere  with 
performance.  Sport  bras  are  available,  though 
any  well-fitting  non-abrasive  bra  can  provide 
adequate  support.!* 
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SUMMARY 

Women  are  becoming  more  competitive  in 
athletics.  A majority  of  women  are  now  partic- 
ipating in  some  kind  of  regular  activity  such  as 
aerobics,  running,  racquet  sports,  swimming, 
etc.  They  should  be  encouraged  to  maintain 
this  habit.  Aerobic  activity  should  be  com- 
bined with  some  resistance  activity,  such  as 
weight  lifting.  Injuries  should  be  treated 
aggressively,  allowing  the  patient  to  return  to 
full  activity  as  soon  as  possible,  and  with 
alternate  exercises  urged  in  the  interim. 

Such  activity  may  help  to  maintain  or  lose 
weight,  improve  the  feeling  of  wellbeing,  and 
improve  quality  of  life,  decrease  cardiac  risk 
factors  as  defined  by  the  Framingham  Study, 
and  reduce  the  risk  of  osteoporosis. 

Everyone  wants  to  feel  good,  and  we  should 
encourage  our  patients  to  exercise  for  this  rea- 
son. We  should  help  anticipate  problems  and 
keep  women  active  in  order  to  meet  the  goals 
they  have  set  for  themselves. 
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ComputerLand. 

Because  time  is  money 
and  down  time  isn’t. 


Service  Department 

A broken  computer  is  a waste  ot  time. 
And  money. 

So  we  created  ComputerLand's 
Extended  Service  Program  (ESP)  to  turn 
downtime  bock  into  your  time.  On  time. 

Then  if  a malfunctioning  computer 
ever  gets  you  down,  ifs  no  problem. 
Because  our  manufacturer-authorized 
staff  offers  two  repair  options:  prompt 
carry-in  service,  and  on-site  next  day 
response— to  bring  your  computer 
back  up  to  speed.  Fast. 

And  if  we  can't  fix  your  system  right 
away,  we'll  loan  you  one— for  free— 
until  yours  is  back  running. 

ComputerLand's  ESP  agreement  puts 
you  on-line,  on  time. 

Of  course,  we  offer  much  more  than 
excellent  service. 


Training  Department 

We're  also  in  the  business  of  fighting 
computer  illiteracy  in  the  workplace. 

Our  training  centers  provide  in-depth 
software  education.  And  our  tutorials 
are  designed  with  your  business  needs 
in  mind. 

If  you  purchase  your  entire  system  at 
OomputerLand,  you'll  also  receive  a 
preferred  rate  on  tuition.  We  offer  both 
individual  and  small  group  training.  And 
on-site  instruction  is  available  too. 

So,  no  matter  what  your  needs, 
OomputerLand  can  put  your  software 
education  to  work. 

And  as  an  educational  refresher, 
there's  always  our  back-up  support. 


Support  Department 

Software  manuals  offer  limited  follow- 
up to  our  instruction.  We  understand  this 
and  your  need  for  clear  explanations: 
thus  our  program  of  back-up  support. 

Our  staff  answers  your  questions  in 
plain  English;  over-the-phone,  in-house  : 
and  even  on-site.  As  a OomputerLand 
VIP  customer  you  get  90  days  of 
unlimited  how-to  support. 

The  system  we  sell  you  must  do  exactly 
what  we  mutually  agree  it  will  do,  or 
you  can  return  it  for  a full  refund.  That’s 
our  100%  satisfaction  guarantee.  j 
So  get  your  nose  out  of  the  software 
manual,  your  ear  to  the  phone  and  C 
your  data  on-line.  I 

ComputerLand.  We  put  you  on>iine; 
not  on  your  own. 
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EVALUATION  AND  TREATMENT  OF 
COMMON  THROWING  INJURIES  OF 
THE  SHOULDER  AND  ELBOW 


Michael  J.  Axe,  M.D. 


INTRODUCTION 

Many  patients  are  involved  in  activities 
which  require  throwing.  Sophisticated  studies 
involving  electromyographic  analysis,  high 
speed  cinematography,  and  other  clinical  and 
laboratory  tools  have  been  utilized  to  deter- 
mine the  mechanics  of  throwing.  Variance 
from  the  now-recognized  norms  can  and  often 
does  lead  to  an  athlete’s  inability  to  partici- 
pate at  an  optimal  level.  One  hesitates  to  use 
the  word  “injury,”  since  many  of  these  indi- 
viduals would  deny  that  they  were  ever  injured. 
Making  the  diagnosis  is  insufficient  for  many 
of  these  individuals,  and  recommending  com- 
plete rest  is  a sure  way  to  encourage  a second 
opinion.  A single  theme  throughout  the  field  of 
athletic  injuries  and  their  treatment  is  the 
concept  of:  specific  adaptation  to  imposed 
demands  (SAID).  To  adequately  treat  and 
subsequently  prevent  injury,  the  patho- 
mechanics  must  be  addressed  and  corrected. 

To  throw  any  object  requires  the  generation 
and  dissipation  of  force.  For  example,  the  act 
of  pitching  has  been  broken  into  phases:  wind- 
up, cocking,  acceleration,  ball-release,  and 
deceleration  or  follow-through. The  entire 
body  is  involved  in  a sequential  manner  with 

Dr.  Axe  is  a practicing  orthopedic  surgeon  in  Newark,  Delaware. 
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progression  from  lower  to  upper  extremities 
and  from  the  shoulder  to  the  fingers.  Some 
clinicians  are  sophisticated  enough  to  corre- 
late the  phases  of  throwing  with  the  patholog- 
ical complaint.  As  in  all  aspects  of  medicine, 
the  history  and  physical  examination  provide 
most  of  the  information,  and  when  supple- 
mented with  x-rays  and  other  ancillary  testing 
(ie,  EMGs  and  isokinetic  evaluations)  the 
diagnosis  is  usually  forthcoming. 

HISTORY 

There  are  characteristic  complaints  which 
can  help  the  clinician  to  localize  the  area  of 
pathology.  Pain  or  persistent  catching  in  the 
cocking  or  acceleration  phases  of  throwing 
should  lead  the  physician  to  suspect  the  gle- 
noid labrum.  Posterior  shoulder  pain  at  ball 
release  suggests  posterior  capsular  or  poste- 
rior rotator  cuff  inflammation.  Persistent  dull, 
achy  shoulder  pain  is  usually  a partial  tear  of 
the  rotator  cuff,  and  the  most  common  com- 
plaint associated  with  loss  of  velocity  or  dis- 
tance. The  history  of  a dead  arm  with  a throw- 
ing motion  suggests  a subluxation  of  the 
humerus  within  the  gleno-humeral  joint.^ 
Medial  elbow  pain  upon  throwing  a curve  ball 
is  suggestive  of  an  injury  to  the  epicondyle 
medial  collateral  ligament  or  the  flexor  wad.  If 
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associated  with  numbness  of  the  fifth  finger, 
the  physician  should  suspect  an  ulnar  neuri- 
tis. The  complaint  of  an  elbow  that  does  not 
extend  all  the  way  certainly  could  be  a loose 
fragment  of  bone  within  the  joint,  but  more 
commonly  it  means  that  the  capsular  struc- 
tures have  been  torn  and  allowed  to  heal  in  a 
shortened,  flexed  position.  Complaints  of  pop- 
ping within  the  shoulder  or  elbow  usually 
indicate  a mechanical  obstruction  of  some 
nature. 

PHYSICAL  EXAMINATION 

Localized  tenderness  provides  the  largest 
clue  to  pathology,  making  anatomy  the  golden 
key.  Observations  for  muscle  atrophy,  while 
helpful,  are  less  informative  than  manual 
muscle  testing.  If  weakness  is  coupled  with  the 
absence  of  a neurologic  or  vascular  deficit,  an 
inflammatory  process  in  and  about  the 
shoulder  or  elbow  is  most  likely.  This  is  usu- 
ally manifested  by  a decreased  range  of  motion 
in  the  shoulder,  demonstrated  by  decreased 
external  rotation  in  the  90°  abducted  position 
and  decreased  horizontal  adduction.  In  the 
elbow,  one  normally  encounters  decreased 
extension  and  occasional  pronation.  Provoca- 
tive testing  by  placing  the  shoulder  in  the 
cocking  position  will  usually  create  a feeling  of 
subluxation.  The  physician  should  individu- 
ally address  the  superior,  middle,  and  the  infer- 
ior, as  well  as  the  po'^terior  gleno-humeral 
ligaments.  With  respect  to  the  elbow,  a valgus 
extension  popping  of  the  extremity  will  often 
reproduce  the  symptoms  present  during  throw- 
ing. The  sensory  status  of  the  hand  should  be 
documented  in  both  shoulder  and  elbow  injur- 
ies, especially  with  regard  to  the  ulnar  nerve.^'^ 

X-rays:  Although  little  information  is  usu- 
ally gained  from  x-rays  of  the  involved  joint, 
they  certainly  should  be  performed  for  any 
acute  injury  or  persistent  problem.  In  the 
shoulder,  calcification  within  the  tendonus 
structures,  avulsions  of  capsular  attachments, 
or  loose  bodies  are  occasionally  encountered. 
Healing  rib  and  scapular  fractures,  as  well  as 
degenerative  arthritis  of  the  AC  joint  have 
also  been  appreciated.  In  the  elbow,  there 
sometimes  can  be  found  bony  avulsions  with 
the  muscle  mass,  degenerative  osteophytes  on 
the  posterior  medial  aspect  of  the  olecranon, 
changes  in  the  capitellum  and  radial  head  of 
the  lateral  aspect  of  the  elbow,  and  occasion- 
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ally  loose  fragments  within  the  joint.® 

Ancillary  testing:  Electromyographic  anal- 
ysis and  nerve  conductive  studies  are  benefi- 
cial for  ulnar  nerve  involvement.  This  is 
important  both  prognostically  and  if  surgery 
is  contemplated.  Isokinetic  testing,  while  a 
valuable  tool  for  establishing  baselines  and 
determining  objective  assessment  of  rehabili- 
tation, has  a small  place  in  the  initial  evalua- 
tion and  treatment  of  injuries.  Bone  scanning 
is  important  in  the  diagnosis  of  stress  frac- 
tures or  to  rule  out  other  bony  pathology. 
TREATMENT 

Regardless  of  the  problem,  there  are  basic 
tenets  that  must  be  adhered  to  if  the  physi- 
cian expects  to  successfully  return  athletes  to 
their  prior  level  of  performance.  These  include 
decreasing  inflammation,  restoring  range  of 
motion,  correcting  the  pathomechanics,  con- 
trolling the  athletes’  return  to  play,  and  pre- 
venting any  subsequent  injuries.®  Surgery  used 
to  be  considered  a last  resort,  but  new  arthro- 
scopic techniques  have  demonstrated  marked 
success  in  both  the  shoulder  and  the  elbow.'^  * 
The  recommended  course  of  treatment  is 
offered  (Fig.  1). 

Inflammation:  Inflammation  is  usually 
reduced  by  the  combination  of  ice,  anti-inflam- 
matories, phonophoresis,  and/or  injections. 
These  are  combined  with  reduced  activities. 

Anti-inflammatories:  The  most  common 
anti-inflammatories  in  use  include  aspirin 
and  ibuprofen.  For  those  problems  which  are 
more  severe  or  when  time  restraints  dictate 
more  efficacious  solutions,  indomethacin 
(Indocin,  Merck  Sharp  & Dohme)  or  phenyl- 
butazone (Butazolidin,  Geigy)  can  be  insti- 
tuted. Caution  must  be  used  in  the  administra- 
tion of  Butazolidin  due  to  its  hematopoetic 
effects.  Physicians  must  consider  many 
patients’  misconception  that  acetaminophen 
will  suffice  for  relief  of  overuse  symptoms. 
While  having  the  central  effect  of  analgesia,  it 
lacks  anti-inflammatory  properties. 

Ice:  Post-performance  application  of  ice  to 
both  the  shoulder  and  elbow  of  the  involved 
extremity  for  ten  to  15  minutes  has  become  the 
mainstay  of  therapeutic  and  prophylactic 
measures  in  locker  rooms  around  the  country. 
Pre-performance  application  of  ice  remains 
somewhat  controversial. 

Phonophoresis:  The  combination  of  ultra- 
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sound  and  topically  applied  agents  has  re- 
cently gained  popularity.  This  has  heen  very 
successful  in  many  offices  and  sports  medi- 
cine clinics.  Hydrocortisone  cream  in  10%  con- 
centration is  liberally  applied  to  the  areas  of 
localized  tenderness.  These  treatments  are 
performed  three  times  a week  for  two  weeks. 

Injections:  Corticosteroids  delivered  by 
injection  is  still  the  most  effective  way  to 
deliver  medication  to  a localized  area.  Its  great- 
est application  in  the  subacromial  space  and 
the  attachment  of  the  infraspinatus  about  the 
shoulder  and  the  epicondylar  areas  in  the 
elbow.  The  steroids  selected  are  usually  long- 
acting  and  remain  localized  to  the  area  of 
injection.^  They  are  usually  used  in  combina- 
tion with  local  anesthetics,  serving  to  both 
decrease  the  discomfort  of  injection  and  pro- 
viding immediate  feed-back  that  the  steroid 
has  been  deposited  appropriately.  The  sub- 
acromial space  is  best  approached  from  poste- 
rior one  finger  breadth  medial  and  inferior  to 
the  tip  of  the  spine  of  the  scapula.  The  epi- 
condylar areas  of  the  elbow  are  approached 
through  a single  skin  puncture  and  multiple 
periosteal  punctures.  Application  of  ice  and 
stretching  exercises  are  then  recommended 
over  the  ensuing  24  hours  (Fig.  1). 


Reduced  Activities:  This  does  not  mean 
complete  cessation  of  activities.  In  fact,  this  is 
an  important  time  for  the  athlete  to  maintain 
his  flexibility.  The  level  of  strengthening  is  a 
function  of  the  severity  of  the  injury  and  the 
athlete’s  pain  threshold.  During  this  period,  it 
is  helpful  to  know  the  psychological  make-up 
of  the  injured  athlete. 

Surgery:  There  are  over  ten  major  league 
pitchers,  including  last  year’s  American 
League  Cy  Young  Award  winner,  who  have 
benefited  from  debridement  of  partial  tears  of 
their  rotator  cuffs  or  glenoid  labrums  (Fig.  2). 
All  had  failed  non-operative  measures,  and 
utilized  the  throwing  program  offered  in  this 
article  following  surgery.  While  arthroscopic 
elbow  surgeries  are  increasing,  the  mainstay 
of  baseball-induced  conditions  are  usually 
performed  in  a non-arthroscopic  manner.^'’ 
Rehabilitation  tends  to  be  prolonged,  espe- 
cially if  the  medial  collateral  ligament  requires 
reconstruction.  The  rehabilitation  period  could 
extend  in  excess  of  18  months  in  some  cases. 

Restoring  Range  of  Motion:  After  examin- 
ing hundreds  of  baseball  players,  sports  medi- 
cine physicians  often  observe  decreased  ex- 
ternal rotation  (with  the  arm  at  90°  lateral 
abduction)  and  decreased  horizontal  adduc- 


Painful  Shoulder  or  Elbow 


Steroid  Injections 


RESTORE  ROM  & STRENGTH 


Failed 

Surgery  ^ ^~Progression“Throwing  Program 


Oral  & Anti-inflammatories 


P.P.D.S.G. 

(Performance  Profile  Directed  Simulated  Game) 

\ 

R.T.P. 

Pathomechanics  Corrected 


FIGURE  1 

This  algorithm  is  presently  the  recommended 
course  of  treatment  for  throwing  injuries  at 
the  All-Sports  Clinic  of  Delaware. 
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FIGURE  2 

This  is  an  arthroscopic  view  of  the  shoulder 
joint  demonstrating  the  characteristic  “crab 
meat”  appearance  of  a partial  tear  of  the 
rotator  cuff. 

H =humeral  head 

R =lntra-articular  aspect  of  a rotator  cuff 

tion  (with  the  arm  at  90°  lateral  abduction)  in 
the  throwing  arm  when  compared  to  the  non- 
throwing arm.  The  question  of  whether  the 
decreased  motion  is  the  cause  or  the  effect  of 
an  injury  is  presently  being  explored  in  a 
prospective  study  in  the  minor  leagues  of  pro- 
fessional baseball.  An  athlete  should  have 
external  rotation  10°  greater  in  his  throwing 
arm,  and  horizontal  adduction  at  least  equal 
to  his  non-throwing  arm.  A second  observa- 
tion is  that  there  is  often  localized  weakness 
within  the  rotator  cuff.  Rotator  cuff  assess- 
ment and  strengthening,  popularized  by  Jobe 
has  lead  to  excellent  rehabilitation  exercises.  “ 
Any  strengthening  program  should  include 
actual  throwing.  It  is  at  this  time  that  the 
coach  becomes  important,  since  most  throw- 
ing injuries  are  a function  of  improper  throw- 
ing mechanics.  Many  errors  are  centered 
around  inconsistency  in  the  delivery,  and 
efforts  should  be  made  to  stress  the  impor- 
tance of  consistently  positioning  the  plant 
foot.  Elbow  problems  are  centered  around 
gripping  the  ball  too  tightly,  and  in  most  cases 
too  frequent  use  of  the  curve  ball. 
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THROWING  PROGRAM 

The  throwing  program  is  the  basis  for  the 
SAID  principle  (Fig.  3).  If  an  athlete  expects  to 
return  to  a throwing  sport,  he  must  gradually 
increase  his  throwing  demands.  The  program 
offered  in  this  article  has  been  the  mainstay  of 
rehabilitation  for  well  over  500  throwing 
shoulder  and  elbow  injuries.  This  program 
offers  simplicity  as  well  as  objective  criteria 
for  advancement.  Progression  to  the  next 
stage  of  the  throwing  program  is  dependent 
upon  successful  completion  of  the  previous 
stage.  There  are  two  other  important  consid- 
erations: first,  a dumbbell  weight  strengthen- 
ing program  should  be  performed  at  the  com- 
pletion of  the  throwing  program;  and  second, 
a stretching  program  should  be  completed 
from  a pull-up  bar  for  a minute  prior  to  and 
following  the  throwing  program.  If  an  athlete 
is  unable  to  successfully  complete  the  ad- 
vanced level,  he  should  return  to  the  prior  level 
of  performance  and  remain  there  for  at  least 
two  days.  The  throwing  program  is  designed 
to  be  utilized  once  and  sometimes  twice  a day, 
providing  it  can  be  completed  within  the  levels 
of  pain  tolerance. 

PERFORMANCE  PROFILE  DIRECTED 
SIMULATED  GAME 

A new  concept  of  a performance  profile 
directed  simulated  game  has  recently  been 
offered  in  the  medical  literature.  By  obtaining 
pre-injury  data,  a specific  program  for  the 
individual  athlete  can  be  formulated  based 
upon  past  pre-injury  performance.  Through 
completion  of  this  objectively  formulated 
examination,  an  athlete’s  game  worthiness 
can  be  determined.  For  example,  well  over 
225,000  consecutive  pitches  have  been  recorded 
by  the  Houston  Astros,  and  performance  pro- 
file directed  simulated  games  can  be  postu- 
lated for  well  over  100  major  league  pitchers. 
Similar  data  is  presently  being  collected  on 
minor  league,  collegiate  and  other  levels  of 
play. 

SUMMARY 

Many  times  an  athlete  is  in  the  best  shape  of 
his  life  following  an  injury,  because  he  has 
taken  the  necessary  time  to  reach  this  opti- 
mum state.  Prevention  of  subsequent  injuries 
is  the  next  goal  and  can  often  be  accomplished 
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Interval  Throwing  Program 


PHASE  I 

Interval/day  (2) 

PHASE  I 

Interval/day  (2) 

Rest  between  (15-30) 

Rest  between  (15-30) 

Long  toss 

Short  toss 

feet 

(90') 

feet 

(39') 

minutes 

(5) 

minutes 

(5) 

throws 

(25) 

throws 

(50) 

intensity 

(to  tolerance) 

intensity 

(work  to  ¥i  speed) 

PHASE  II 

Interval/day  (2) 

PHASE  II 

Interval/day  (2) 

Rest  between  (15-30) 

Rest  between  (15-30) 

Long  toss 

Short  toss 

feet 

(120') 

feet 

(60') 

minutes 

(5) 

minutes 

(5) 

throws 

(25) 

throws 

(50) 

intensity 

(to  tolerance) 

intensity 

(work  to  H speed) 

PHASE  III 

Interval/day  (2) 

PHASE  III 

Interval/day  (2) 

Rest  between  (15-30) 

Rest  between  (15-30) 

Long  toss 

Short  toss 

feet 

(150') 

feet 

(60') 

minutes 

(5) 

minutes 

(5) 

throws 

(25) 

throws 

(50) 

intensity 

(to  tolerance) 

intensity 

(work  to  Vt  speed) 

PHASE  IV 

Interval/day  (2) 

PHASE  IV 

Interval/day  (2) 

Rest  between  (15-30) 

Rest  between  (15-30) 

Long  toss 

Short  toss 

feet 

(180') 

feet 

(60') 

minutes 

(5) 

minutes 

(5) 

throws 

(25) 

throws 

(50) 

intensity 

(to  tolerance) 

intensity 

(work  to  Vi  speed,  mound) 

PHASE  V 

Interval/day  (2) 

PHASE  V 

Interval/day  (2) 

Rest  between  (15-30) 

Rest  between  (15-30) 

Long  toss 

Short  toss 

feet 

(210') 

feet 

(60') 

minutes 

(5) 

minutes 

(5) 

throws 

(25) 

throws 

(50) 

intensity 

(to  tolerance) 

intensity 

(lii-Vi  speed,  mound,  breaking  ball) 

PHASE  VI 

Interval/day  (20) 

PHASE  VI 

Interval/day  (2) 

Rest  between  (15-30) 

Rest  between  (15-30) 

Long  toss 

Short  toss 

feet 

(250') 

feet 

(60'+) 

minutes 

(5) 

minutes 

(5) 

throws 

(25) 

throws 

(50) 

intensity 

(to  tolerance) 

intensity 

(H-full  speed,  mound,  breaking  ball) 

FIGURES 

This  is  the  throwing  program  offered  to 

completion  of  the  previous  level  providing 

athletes  at  the  Hughston  Orthopedic  Clinic 

pain  does  not  persist  upon  completion  of 

both  post-injury  and  post-surgery.  The 

stretching. 

Should  pain  or  tightness  persist, 

athlete  progresses 

to  the  next  level  upon 

the  athlete 

remains  unadvanced. 
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with  post-activity  icing  of  the  involved  joints 
and  a realistic  limitation  in  performance 
expectations.  The  Little  League  Associations 
have  brought  forth  recommendations  regard- 
ing the  number  of  innings  to  be  pitched  by 
adolescent  throwers.  Major  league  baseball  is 
now  charting  pitchers  and  recording  accuracy 
and  velocity  to  protect  their  athletes,  and  their 
financial  investments.  Most  importantly,  ath- 
letes are  becoming  more  aware  of  the  need  to 
adhere  to  the  concepts  of  throwing  year  round 
and  maintaining  their  level  of  fitness.  The 
principle  of  specific  adaption  to  imposed 
demands  is  critical  to  preventing  overuse 
injuries  in  throwing.  The  treatment  algorithm 
offered  here  has  lead  to  the  successful  return  to 
play  of  many  throwing  athletes. 
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EXERCISE  TESTING  IN 

THE  ASYMPTOMATIC  SUBJECT 


Anthony  D.  Alfieri,  D.O. 
Anthony  C.  Lombardi,  M.D. 


INTRODUCTION 

Exercise-induced  ECG  variability  was  first 
described  in  1928d  This  led  to  the  development 
of  present-day  exercise  electrocardiographic 
testing,  still  a controversial  topic.  Important 
statistical  concepts  to  be  considered  in  this 
type  of  examination  include  sensitivity,  which 
is  the  percentage  of  all  patients  who  manifest 
an  abnormal  test,  and  specificity,  which  is  the 
percentage  of  negative  results  in  subjects 
without  the  disease.  Both  the  sensitivity  and 
the  specificity  of  a stress  test  are  variable  and 
can  be  shown  to  be  functions  of  such  factors  as 
the  number  of  electrical  leads  recorded,^ 
intensity  of  the  exercise  performed,^  the 
exercise  electrocardiographic  threshold  estab- 
lished for  a “positive”  response,  and  the 
severity  of  the  underlying  coronary  artery 
disease.^ 

Perhaps  a more  important  concept  than 
sensitivity  or  specificity  in  dealing  with 
screening  tests  is  the  study’s  predictive 
accuracy.  Predictive  accuracy  represents  the 
portion  of  positive  results  that  are  truly 

Dr.  Alfieri  is  a resident  in  the  Department  of  Medicine  at  The  Medical  Center 
of  Delaware. 

Dr.  Lombardi  is  a cardiologist  practicing  in  Wilmington. 
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positive.  All  of  these  variables  relate  to  Baye’s 
theorem  which  states  that  the  lower  the 
prevalence  of  disease  to  detect,  that  disease 
will  be  falsely  positive.  Conversely,  in  a popu- 
lation with  a high  prevalence  of  disease,  the 
predictive  accuracy  of  such  tests  will  be 
higher.®  Since  it  can  be  shown  that,  in  general, 
the  prevalence  of  significant*  coronary  artery 
disease  in  asymptomatic  subjects  between  the 
ages  of  34  and  67  years  averages  4.4%,®  the 
predictive  accuracy  of  stress  testing  in  asymp- 
tomatic individuals  is  inherently  low.  The  sen- 
sitivity and  specificity  of  such  tests  however, 
can  be  varied  by  parameter  selection  to  insure 
that  high  risk  patients  are  usually  detected. 

In  asymptomatic  populations,  exercise  test- 
ing is  usually  performed  to  assess  the  ability  of 
coronary  circulation  to  increase  oxygen  supply 
to  the  myocardium  in  response  to  increased 
demand,  and  to  evaluate  the  patient’s  overall 
functional  capacity.  It  is  with  the  first  of  these 
that  we  will  be  primarily  concerned. 

It  can  be  shown  that  if  an  individual  mani- 
fests one  millimeter  of  horizontal  ST  segment 

*Greater  than  50%  narrowing  of  one  or  more  coronary  arteries. 
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depression  at  .08  seconds  from  the  J point  dur- 
ing peak  exercise,  he  will  he  included  in  the 
population  which  will  eventually  experience  a 
10  to  15%  increase  in  cardiovascular  morbidity 
and  mortality.^  However,  the  number  of  indi- 
viduals within  this  population  with  hemody- 
namically  significant  coronary  artery  disease 
is  only  about  37%.^  This  observation  involves 
the  concept  of  “risk  ratio”  which  can  be  defined 
as  the  mathematical  relationship  between  the 
number  of  individuals  with  a positive  test  who 
will  actually  manifest  coronary  artery  disease 
in  the  future  and  the  number  of  those  with 
negative  tests  who  will  also  manifest  coronary 
disease.  The  positive-testing  asymptomatic 
individual  is  at  high  risk  ratio;  ie,  that  individ- 
ual has  a 10-  to  15-fold  greater  likelihood  of 
eventually  developing  coronary  artery  disease^ 
despite  the  fact  that  significant  coronary 
obstructions  in  the  asymptomatic  positive- 
testing subjects  will  actually  be  present  at  the 
time  of  testing  in  only  approximately  37%. 

Given  that  a positive  stress  test  in  an 
asymptomatic  subject  reflects  the  possible 
presence  of  significant  coronary  artery  disease 
and  inclusion  in  a group  known  to  be  at  high 
risk  for  the  eventual  development  of  coronary 
obstructive  disease,  there  are  statistical  con- 
siderations which  enable  the  examiner  to 
increase  the  predictive  value  of  exercise  testing 
in  dealing  with  a given  individual’s  positive 
result.  These  include  the  evaluation  of  tradi- 
tional and  exercise  factors. 

Traditional  risk  factors  which  have  been 
shown  to  increase  the  likelihood  of  coronary 
artery  disease,  and  hence  the  predictive  value 
of  exercise  testing,  include  cigarette  smoking, 
increased  serum  cholesterol  levels,  family  his- 
tory of  coronary  disease,  systemic  arterial 
hypertension,  abnormal  resting  electrocardi- 
ogram, glucose  intolerance,®  and  age  greater 
than  55  years. Ten  year  survival  does  not 
differ  significantly  from  that  expected,  based 
upon  life  table  analysis  alone  in  those  without 
any  of  the  traditional  risk  factors.^® 

Predictive  value  can  also  be  enhanced  by 
consideration  of  exercise-related  risk  factors. 
The  most  time-tested  of  these  was  established 
by  the  Seattle  Heart  Watch  Study. This 
employed  the  following:  chest  pain  during 
exercise  testing;  inability  to  complete  Stage 
Two  of  the  Bruce  protocol;  maximum  heart 
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rate  less  than  90%  of  age-predicted;  and  devel- 
opment of  one  millimeter  or  more  of  horizontal 
or  downsloping  ST  segment  depression  for  at 
least  one  minute  of  recovery  following  exer- 
cise, or  one  millimeter  or  more  of  upsloping  ST 
segment  depression  for  at  least  three  minutes 
of  recovery.  The  presence  of  any  one  tradi- 
tional and  two  or  more  exercise-induced  risk 
factors  indicated  that  a given  subject  was  at 
18-fold  greater  risk  of  coronary  morbidity  and 
mortality  regardless  of  age.“ 

In  summary,  exercise  testing  in  an  asymp- 
tomatic population  for  assessment  of  coronary 
artery  disease  may  not  need  to  be  performed 
unless  one  or  more  traditional  risk  factors  are 
present,  or  an  evaluation  of  the  individual’s 
overall  functional  capacity  is  desired.  Clearly, 
those  with  one  or  more  traditional  risk  factors 
should  be  studied  on  a regular  basis.  The 
development  of  any  positive  exercise  criteria 
as  discussed,  places  these  people  in  higher 
probability  groups  for  the  presence  of  signifi- 
cant coronary  obstructive  disease,  as  well  as  in 
high  risk  groups  for  the  eventual  development 
of  coronary  disease. 

A variety  of  considerations  influence  the 
future  evaluation  of  those  with  abnormal 
stress  tests.  The  analysis  of  these  requires 
individual  patient-physician  interaction  and 
is  beyond  the  scope  of  this  discussion.  The 
greater  the  number  of  risk  factors,  both  tradi- 
tional and  exercise-related,  which  are  present, 
the  more  urgent  the  evaluation  becomes. 
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SPORTS  MEDICINE:  WHO  SHOULD 
PRACTICE  IT? 

Physical  activity  has  long  been  a popular 
means  by  which  one  passes  time.  Every  season, 
every  geographic  area,  every  group  of  people, 
and  every  individual  has  a favorite  activity.  It 
may  be  walking,  jogging,  cycling,  boating, 
skiing,  or  organized  games  such  as  volleyball, 
basketball,  softball,  baseball,  football,  soccer, 
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or  hockey.  And  every  activity  has  inherent 
risks  as  well  as  the  benefits  associated  with  its 
performance.  These  risks  may  result  in  injury 
or  other  limitations  to  performance.  Through 
the  desire  for  accurate  evaluation  and  treat- 
ment of  athletic/ activity -related  injuries,  the 
marriage  of  physical  activity  and  medicine 
gave  birth  to  the  field  of  Sports  Medicine. 

Sports  Medicine  is  the  application  of  the 
knowledge  concerning  exercise,  performance, 
and  health  to  the  active  population  in  order  to 
insure  the  health,  safety,  and  opportunity  for 
optimal  performance  of  this  group.  For  the 
practicing  physician,  the  concept  of  Sports 
Medicine  had  its  beginnings  in  ancient  history. 
The  Greek  and  Roman  physicians,  Herodicus 
and  Claudius  Galen,  were  precursors  of  today’s 
team  physicians  who  care  for  the  modern  day 
gladiators  on  the  athletic  fields.  The  team 
physician  is  now  an  integral  piece  in  the 
multifactorial  puzzle  of  sports. 

The  main  responsibility  of  the  team  physi- 
cian is  the  health  and  safety  of  the  athlete. 
This  can  be  met  only  through  education  of  the 
athletes,  coaches,  parents,  officials,  adminis- 
trators, and  spectators  as  well  as  through 
delivery  of  both  preventive  and  post-thera- 
peutic medical  care.  The  role  of  team  physician 
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requires  a special  interest  and  a considerable 
commitment  of  time.  Ideally,  the  team  physi- 
cian is  a local  physician  knowledgeable  in  the 
application  of  medicine  to  the  athletic  arena. 
He/she  is  familiar  with  the  world  of  sports — 
the  language,  the  demands,  the  stresses,  and 
the  goals  of  those  who  enter  this  world. 

The  demands  and  rewards  differ  as  one 
moves  from  local  school  systems  to  the  col- 
legiate level  to  professional  teams.  An  early 
role  model  in  Sports  Medicine  taught  that 
caring  for  the  local  high  school  athletes  was 
his  contribution  to  community  service:  volun- 
teering his  talents  for  the  common  good. 
Demands  on  time  and  support  may  increase  in 
proportion  to  the  level  of  expertise  of  the 
athlete;  however,  the  care  offered  to  the  felled 
field  hockey  center  should  not  differ  from  that 
given  to  the  well-paid  professional  pitcher. 

As  the  exercising  population  expanded, 
many  practitioners  found  their  schedules  full 
of  the  walking  wounded  of  physical  activity. 
These  warriors  demanded  a quick  return  to 
their  sport.  Unfortunately,  they  were  all  too 
often  told,  “If  it  hurts,  don’t  do  it,”  “You  are  too 
old  for  that,”  or  “Rest  for  two  or  three  weeks, 
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then  return  to  normal  activity.”  Those  bro-  I 
mides  may  have  had  a validity  for  sedentary 
patients,  but  did  not  respond  to  the  needs  of  the 
active  individual.  The  medical  community  as  a 
whole  is  slowly  responding  to  this  active  group, 
which  now  constitutes  50%  of  the  total  pop- 
ulation. In  effect,  then,  the  delivery  of  Sports 
Medicine  has  extended  beyond  the  select  group 
of  team  physicians  to  include  all  physicians, 
especially  those  in  primary  care  who  are  often 
the  initial  contact  in  a sports  injury. 

Understanding  the  needs  of  the  patient  as 
well  as  the  demands  placed  on  them  by  activity 
or  job,  is  key  to  prescribing  the  most  effective 
and  successful  treatment.  Whether  treating  a 
weekend  tennis  player,  regular  walker,  summer 
softballer,  roller  skater,  or  dancer,  the  respon- 
sibility of  the  physician  remains  the  same:  the 
health  and  safety  of  that  athlete.  Education  is 
a vital  part  of  responding  to  the  responsibility: 
“Give  me  bread  and  I will  eat  for  a day.  Teach 
me  to  grow  again  and  I will  eat  for  a lifetime.” 

Who,  then,  is  the  Sports  Medicine  physician? 

We  are  asked  by  patients,  reporters,  medical 
students,  and  physicians.  There  is  bias  to  the 
answer  when  egos  and  turfs  become  involved. 
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The  result  is  never  as  optimal  as  when 
cooperative  efforts  prevail.  Musculoskeletal 
injuries  comprise  a large  part  of  the  Sports 
Medicine  field,  but  the  portion  of  these  injuries 
that  require  surgical  intervention  is  probably 
less  than  1-2%.  Additionally,  non-musculo- 
skeletal  conditions  (eg,  respiratory,  gynecolog- 
ical, neurological,  gastrointestinal,  dermatol- 
ogical, psychological,  cardiovascular)  are 
apparent  and  can  be  as  limiting  to  the  athlete 
as  a musculoskeletal  injury.  Therefore,  a true 
team  approach  must  be  taken  to  yield  the  best 
results  and  to  facilitate  the  attainment  of  the 
goals  of  the  athlete  and  the  physician.  I believe 
the  primary  care  physician  who  is  well-school- 
ed in  musculoskeletal  medicine  and  is  familiar 
with  the  world  of  sports,  can  function  like  the 
quarterback  on  a successful  team,  whereas  the 
orthopaedic  surgeon,  who  has  state-of-the-art 
technique  in  operative  and  non-operative 
management  of  musculoskeletal  conditions, 
can  be  likened  to  the  leading  rusher  or  receiver. 
Success  is  secured  when  the  members  of  the 
team  overcome  ego  and  turf  problems  to 
achieve  their  mutual  goal  of  insuring  health 
and  safety,  thereby  aiding  in  the  attainment  of 
enjoyment  and  maximum  performance  in 
physical  activity. 

John  A.  Lombardo,  M.D. 
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EATING  DISORDERS  AND  THE  ATHLETE 

In  the  recent  past,  a person  evaluated  his/ 
her  potential  for  success  in  a sport  according  to 
coordination,  potential  adult  size  (estimated 
by  looking  at  mom  and  dad),  and  interests  and 
commitment.  Sports  physiologists  categorized 
potential  athletes  by  body  build:  mesomorphic, 
endomorphic,  or  ectomorphic  (endomorphs 
rarely  do  well  on  uneven  parallel  bars; 
ectomorphs  are  not  potential  Sumo  wrestlers). 

Society’s  viewpoint  of  body  build  has  become 
quite  narrow  in  the  past  15  years.  Female 
athletes  are  expected  to  look  like  Twiggy  with 
muscles  and  male  athletes  are  expected  to  be 
Arnold  Schwarzennagger  despite  familial 
genetic  variations.  Of  course,  the  new  body 
build  criteria  flies  in  the  face  of  scientific 
evidence  such  as  the  Swedish  study  of  identical 
twins  who  were  adopted  by  different  parents: 
their  adult  build  (not  just  the  height  but  also 
the  weight)  was  the  same  for  the  twins  no 
matter  how  the  children  were  reared. 

Conforming  to  society’s  biases  will  also 
impede  the  athlete’s  success  in  certain  sports. 


For  instance,  swimmers  need  a certain  amount 
of  body  fat  to  maintain  buoyancy,  and  muscle- 
bound  athletes  have  great  difficulty  excelling 
in  long  distance  running.  Nevertheless,  many 
athletes  respond  to  society’s  fads,  as  exempli- 
fied by  the  quiet  acceptance  of  cocaine  abuse 
and  now  the  epidemic  use  of  dangerous  forms 
of  weight  control. 

A recent  study  of  female  college  athletes 
suggests  that  one-third  are  involved  in  patho- 
genic weight  control  behavior  which  was 
defined  by  the  authors  as  self-induced  vomit- 
ing, the  taking  of  laxatives,  diuretics,  or  diet 
pills  for  weight  control  daily  for  at  least  a 
month.  1 

The  percentage  of  female  athletes  using 
pathogenic  weight  control  behavior  also 
varies  with  their  sport — 80%  of  ballet  dancers, 
74%  of  gymnasts,  47%  of  distance  runners,  50% 
of  hockey  players,  and  25%  of  competitors  in 
softball,  volleyball,  track,  and  tennis.  Swim- 
mers, golfers,  and  basketball  players  are  less 
at  risk. 

Are  these  women  truly  anorexic  or  bulemic? 
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The  answer  is  probably.  Although  most  will 
claim  attempts  at  weight  loss  are  made  to 
increase  athletic  prowess,  most  will  also  admit 
to  a great  pathologic  fear  of  getting  fat  or  being 
fat.  This  fear  is  one  of  the  major  signs  of  a 
primary  eating  disorder. 

Pathogenic  weight  control  as  described 
above  is  also  used  by  male  athletes,  but  except 
for  wrestlers  who  try  to  “make  weight,”  the 
methods  differ,  and  men  usually  do  not  have 
the  fear  of  fatness,  or  a distorted  body  image. 

Male  athletes,  however,  much  more  fre- 
quently use  anabolic  steroids  to  bulk  muscle 
mass  and  use  fad  diets  (low  protein,  high 
carbohydrate;  high  fat,  low  carbohydrate,  etc) 
to  improve  their  stamina.  The  percentage  of 
male  athletes  using  dangerous  weight  control 
practices  is  not  known. 

What  should  we  as  physicians  do  for  either 
serious  or  recreational  athletes? 

- Encourage  athletes  to  pursue  sports  appro- 
priate to  their  physique. 

- Obtain  nutritional  histories  and  encourage 
sports-knowledgeable  licensed  dieticians  to 
advise  appropriate  diets.  Some  diet  faddists 
are  self-proclaimed  nutritionists.  All  dieticians 
are  nutritionists,  but  not  all  nutritionists  are 
dieticians. 

- Openly  condemn  the  few  unscrupulous 
coaches  or  trainers  who  either  administer  or 
encourage  use  of  dangerous  weight  control 
practices. 

- Don’t  get  caught  up  in  society’s  fads  and 
fleeting  prejudices.  After  all,  Mary  Lou  Retten 
became  an  Olympic  Medalist  gymnast  without 
being  a Twiggy. 

Janet  P.  Kramer,  M.D. 
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EXERCISE  INDUCED  ASTHMA 

Exercise  induced  asthma  (EIA)  is  a broncho- 
spasm  triggered  by  exercise.  Its  clinical  and 
physiologic  characteristics  have  been  well 
described  over  the  last  20  years.  At  the  same 
time,  exercise  has  become  a national  craze. 
This  disease  potentially  affects  up  to  2-3%  of 
the  general  population.  In  spite  of  this,  EIA  is 
frequently  misdiagnosed  and  mistreated. 

Many  patients  with  EIA  have  minimal 
findings  on  physical  examination  and  pul- 
monary function  testing  at  rest,  making  diag- 
nosis difficult.  Most  asthmatics  will  develop 
EIA  when  sufficiently  stressed,  but  it  is  usually 
adolescents  and  young  adults  with  mild 
disease  in  whom  the  required  level  of  exercise 
is  possible.  The  symptoms  related  to  EIA  are 
cough,  shortness  of  breath,  and  wheezing, 
which  can  also  vary  during  the  year,  often 
being  prominent  following  an  upper-respira- 
tory infection. 

Many  factors  influence  the  pulmonary  re- 
sponse to  exercise  in  EIA,  including  the  type, 
duration,  and  intensity  of  activity.  The  specific 
mechanism  of  bronchoconstriction  in  EIA  is 
respiratory  heat  loss  due  to  hyperventilation. 
Brief  periods  of  activity  (less  than  three 
minutes)  have  little  effect  on  respiratory  func- 
tion. Vigorous  exercise  lasting  six  to  ten 
minutes  appears  to  induce  the  maximal  bron- 
choconstriction, with  little  additional  increase 
following  ten  minutes.  Following  cessation  of 
exercise,  the  bronchoconstriction  mimics  an 
acute  asthmatic  attack  with  decreases  in 
expiratory  flow  rates  (FEV-1  and  peak  flow). 
This  usually  peaks  at  approximately  15  min- 
utes and  returns  to  pre-exercise  levels  by  30-60 
minutes. 

The  history  is  usually  diagnostic  of  EIA. 
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When  the  history  is  less  definitive  or  there  has 
been  a poor  response  to  therapy,  further  evalua- 
tion is  indicated.  Following  baseline  spiro- 
metry, either  exercise  challenge  or  pharma- 
cologic challenge  with  methacoline  is  used  to 
induce  hronchospasm. 

The  exercise  test  for  EIA  is  simple. ^ The  test 
lasts  six  minutes  with  the  level  of  exercise 
strenuous  enough  that  80-90%  of  the  predicted 
maximum  heart  rate  is  achieved.  Running  on 
a treadmill  is  preferred  since  running  is  more 
asthmagenic  than  cycling.  Pulmonary  func- 
tion (FEV-1  and  FVC)  should  be  evaluated  at 
five  minute  intervals  for  a 15  minute  period 
following  completion  of  the  exercise.  A fall  of 
15%  is  considered  diagnostic  of  EIA. 

Bronchial  provocation  testing  with  hista- 
mine or  methacholine  is  an  option  to  exercise 
testing.  Bronchoconstriction  induced  by  in- 
haled histamine  or  methacholine  correlates 
well  with  exercise-induced  hronchospasm. 
The  cost  is  somewhat  less  than  exercise  testing 
($200  for  bronchial  provocation  with  meth- 
acholine and  $300  for  exercise  challenge). 

Oral  theophylline  is  the  most  commonly 
utilized  treatment  for  asthma,  and  yet  it  has 
very  little  use  in  EIA.  The  syndrome  of  EIA 
can  be  prevented  or  reversed  by  the  inhalation 
of  beta  sympathomimetic  bronchodilators  such 
as  isoproterenol  and  albuterol.  Since  the  onset 
of  action  of  these  medications  using  a metered 
dose  inhaler  is  several  minutes,  prophylactic 
use  15-30  minutes  prior  to  exercising  is  the  best 
option.  Similar  anticholinergic  agents  such  as 
ipratropium  have  been  useful  when  given  by 
metered  dose  inhaler  prior  to  exercise. 


Cromolyn  sodium  given  by  inhaler  works  by 
preventing  release  of  mediators  from  MAST 
cells.  It  is  useful  in  preventing  EIA  when 
given  30  minutes  prior  to  exercise.  ^ Unlike  the 
other  agents,  it  has  no  effect  after  bron- 
chospasm  has  occurred.  With  all  these  medica- 
tions, significant  side-effects  are  infrequent  in 
the  young  adult  population. 

The  problem  in  failing  to  diagnose  EIA  is 
not  having  an  occasional  patient  undergo 
allergy  testing  or  thallium  stress  testing 
inappropriately.  The  real  loss  occurs  when 
otherwise  healthy  individuals  are  forced  to 
forego  or  limit  their  activity.  Most  often,  EIA 
is  a benign  disease  with  inexpensive,  and  safe 
prophylactic  therapy  that  is  highly  effective. 

Clifton  H.  Hunt,  M.D. 
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ATHLETIC  AMENORRHEA 

It  used  to  be  simple:  sneakers,  shorts,  and 
sweat  clothes.  However,  as  strenuous  exercise 
has  increased  in  popularity  over  the  past 
decade,  so  has  our  awareness  of  reproductive 
dysfunction.  The  incidence  of  menstrual 
irregularities  in  competitive  women  athletes 
varies,  but  everyone  agrees  that  a positive 
correlation  exists  with  an  increase  in  intensity 
and  duration  of  physical  activity. 

Marathon  runners,  distance  swimmers,  and 
ballet  dancers  classically  have  the  highest 
rate  of  menstrual  dysfunction.^  Menstrual 
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for  the  spectrum  of  menstrual  and  reproductive 
dysfunctions  associated  with  strenuous 
exercise. 

The  good  news  is  that  the  pathophysiology 
appears  to  be  reversible.  Research  has 
identified  reduced  luteinizing  hormone  (LH) 
frequency  and  amplitude  of  LH  pulses  in 
patients  with  athletic  amenorrhea.  These  LH 
pulses  are  similar  in  their  pattern  to  patients 
with  hypothalamic  amenorrhea  from  other 
causes.  The  reduced  LH  pulses  appear  to  be 
directly  related  to  factors  inhibiting  hypo- 
thalamic gonadotropin  releasing  hormone 
(GnRH). 

We  all  know  about  the  so  called  “runner’s 
high”  related  to  the  levels  of  endorphins.  We 
previously  reported  elevated  endorphin  and 
catecholestrogen  levels  in  swimmers  with 
oligomenorrhea.^  The  elevated  endorphin 
levels  combined  with  high  catechol  estrogens 
were  associated  with  low  estradiol,  follicular 
stimulating  hormone  (FSH),  LH  and  prolactin 
(PRL)  levels.  Blocking  endorphins  with  its 
antagonist,  naloxone,  increased  LH  release 
when  estrogen  levels  were  consistent  with 
follicular  phase  levels.  Dopamine  in  high  levels 
dysfunction  includes  luteal  phase  defects, 
anovulatory  cycles,  oligomenorrhea, 
amenorrhea  and  delayed  menarche.  Originally 
body  composition,  particularly  body  fat,  was 
thought  to  be  a critical  factor  regulating 
menstrual  function,  until  several  factors  were 
recently  elucidated:  1)  athletic  amenorrhea 
can  occur  with  or  without  weight  loss;  2)  if 
training  is  interrupted,  menses  can  return 
without  a change  in  body  weight  or  the  lean- 
to-fat  ratio;  3)  methodologic  errors  have  always 
been  a problem  in  the  measurement  of  body  fat 
composition,  questioning  accuracy;  and  4)  both 
adipose  tissue  and  muscle  mass  can  aromatize 
androgen  to  estrogen,  changing  the  body  fat 
composition  towards  an  increase  in  muscle 
mass  while  still  allowing  production  of 
estrogen. 

The  exact  etiology  of  menstrual  dysfunction 
is  unknown,  but  the  type,  duration,  and 
intensity  of  exercise  along  with  body  com- 
position, nutritional  status,  psychological  back- 
ground, stress,  and  level  of  fitness  are  critical 
factors.  All  of  these  factors  have  been  shown 
to  interact  with  the  hypothalamic-pituitary 
ovarian  axis  (H-P-0  Axis)  and  are  responsible 
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appears  to  act  as  an  inhibitory  effect  on  GnRH 
as  well  as  PRL,  resulting  in  a suppression  in 
LH,  FSH,  and  PRL  release.  Catechol  estrogens 
are  competitive  inhibitors  for  the  enzyme 
COMT,  which  degrades  dopamine.  By  decreas- 
ing the  degradation  of  dopamine,  and  increas- 
ing its  availability,  GnRH  is  suppressed. 
Endorphins  directly  or  indirectly  block  the 
stimulatory  effect  of  norepinephrine  on  GnRH. 
The  end  result  is  decreased  gonadotropins  (LH 
and  FSH),  ovarian  function,  and  low  estradiol 
levels  secondary  to  a suppressed  hypothalamic- 
pituitary  ovarian  axis. 

The  bad  news  is  low  estradiol  levels  increase 
bone  resorption  and  decrease  bone  density. 
Thus,  exercise  which  has  been  promoted  as 
increasing  health  and  longevity  may  be 
detrimental  in  excessive  amounts  to  those 
athletes  displajdng  menstrual  dysfunction  and 
amenorrhea.  Strenuous  exercise  with  chronic 
menstrual  irregularity  predisposes  athletes  to 
osteoporosis  and  subsequent  fractures.  The 
osteoporosis  appears  to  be  reversible  with 
estrogen  replacement  and  calcium  supple- 
mentation. Moderation  of  exercise  is  the  key  to 
keeping  reproductive  dysfunctions  at  a 
minimum  while  still  providing  the  benefits  of 
longevity. 

Jeffrey  B.  Russell,  M.D. 
Dr.  Russell  is  an  obstetrician-gynecologist  on 
staff  at  The  Medical  Center  of  Delaware. 
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SKATING  INJURIES:  FIRST  STATE  SPORTS 
RESEARCH 

At  the  American  College  of  Sports  Medicine 
meeting  in  Las  Vegas  in  May  1986,  two 
Delaware  notables  presented  a paper  entitled 
“Injuries  in  Pair  Figure  Skaters  and  Ice 
Dancers.”  Angela  Smith,  M.D.,  pediatric  ortho- 
pedic surgeon  at  A.I.  du  Pont  Institute,  and 
Ron  Ludington,  World  and  Olympic  coach  for 
numerous  pair  figure  skaters  and  dance  skat- 
ers, set  up  a prospective  study  following  48 
elite  pair  skaters  and  ice  dancers.  The  study 
covered  a nine  month  period  beginning  with 
the  intensive  summer  training  sessions  held  at 
the  University  of  Delaware  Ice  Rink,  and 
continuing  through  the  World  Championships. 
This  is  the  first  prospective  study  which 
focuses  on  figure  skating  injuries;  the  other 
two  published  studies  are  retrospective. 

Pair  skaters  and  ice  dancers  both  perform  as 
couples.  The  former  must  execute  numerous 
athletic  and  risky  moves,  while  ice  dancers 
concentrate  on  speed  and  precise  techniques. 
If  one  member  of  the  team  is  injured,  the  couple 
cannot  train. 

Injuries  in  the  study  were  classified  in  two 
categories:  a serious  injury  caused  a skater  to 
miss  at  least  seven  consecutive  days  of  train- 
ing; the  non-serious  classification  meant  less 
than  seven  days  off  the  ice. 

The  results  showed  a high  incidence  of 
injuries  over  the  nine  month  study  period.  Of 
the  33  injuries  documented,  25  were  of  the 
lower  extremities,  and  only  eight  involved  the 
head,  trunk  and  upper  extremities.  Seven  of 
the  eight  occurred  in  pair  skaters,  where  the 
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lifts  and  jumps  are  performed.  Four  injuries 
required  surgery.  These  results  confirm  pre- 
vious studies  showing  that  most  injuries  occur 
in  the  lower  extremities,  and  that  many  injuries 
are  related  to  the  skating  boot.  Senior  pair 
women  were  the  most  prone  to  injuries,  with  a 
rate  of  1.3  serious  injuries  per  skater.  Ice 
dancers  had  a high  incidence  of  overuse 
i injuries. 

Trends  noted  by  the  study  included  six  of  the 
33  serious  injuries  which  were  boot-related, 
and  ten  acute  injuries  out  of  1 1 caused  by  lifts. 
No  injuries  were  related  to  throw  jumps. 

An  important  aim  of  the  study  was  to  allow 
the  authors  to  design  a preventive  program  to 
lower  the  injury  incidence  rate.  However,  of 
the  33  serious  injuries,  only  four  were  possibly 
preventable  by  changes  in  flexibility,  strength, 
or  biomechanical  techniques, 
i We  congratulate  the  authors  for  this  first 
j effort  on  elite  skaters  and  look  forward  to  more 

!|  sports-related  research  from  the  First  State. 

Rebecca  Jaffe,  M.D. 

WHY  CERTIFICATION? 

! Will  sports  medicine  become  a certifiable 
j specialty  as  is  suggested  may  happen  by  one  of 
' the  authors  in  this  issue?  Should  it?  If  so, 

! should  the  prerequisite  to  certification  be 
specialization  in  family  medicine,  in  ortho- 
pedics, in  emergency  medicine,  in  any  of 
I those  specialties  mentioned,  in  some  other 
! discipline? 

j All  of  the  managed  health  care  plans,  a term 

f I did  not  invent  but  which  serves  nicely  to 
encompass  HMOs,  PPOs,  and  IPAs,  are 
fervently  insisting  to  their  customers,  our 
j patients,  that  general  internists  and  family 
I physicians  are  the  physicians  best  suited  as 
I “gatekeepers,”  a term  I find  ominously 
I depressing.  Now,  the  influential  American 
I Board  of  Internal  Medicine  and  American 

i Board  of  Family  Practice  have  joined  in  an 
j unprecedented  liaison  to  offer  a new  “Certi- 
j fication  of  Specialization  in  Geriatrics.” 

1 The  certifying  exam,  an  expensive  prop- 
I osition  at  $550,  may  be  taken  for  a few  years 
j by  any  card-carrying  diplomate  of  either  of  the 

I two  sponsoring  boards,  but  after  that  only 
1 physicians  who  serve  two  years  in  a geriatric 

if  fellowship  in  addition  to  their  residency  in 

ii 

1 Del  Med  Jrl,  September  1987— Vol.  59,  No.  9 


PREVENTIVE  MEDICINE 

Delaware’s  Leading 
Media  Storage  Center 

We  safeguard  your  computer 
media.  Climate-controlled. 
Electronically  monitored  security 
system.  Confidential.  Courier 
service,  24-hour  accessibility, 
every  day. 

Call  us  at  302/652-2202. 
SECURITYPLUS 

THE  VAULT.  LIMITED  ^ 

3834  Kennett  Pike 
Powder  Mill  Square 
Wilmington,  Delaware  19807 


medicine  or  family  practice  will  be  eligible  for 
certification  as  geriatric  specialists.  A large 
percentage  of  the  adult  patients  who  come  to 
generalists  for  care  are  “geriatric,”  ie,  over  65. 
How  many  will  want,  need,  think  they  need 
specialists  in  geriatric  medicine  once  those 
who  have  obtained  the  certificate  advertise 
themselves  as  such? 

I believe  the  decision  to  provide  this  certifi- 
cation is  a bad  one,  against  the  public  interest 
and  certainly  against  the  interest  of  all 
primary  care  physicians.  If  their  residencies 
do  not  well  qualify  them  to  care  for  elderly 
patients,  then  who  are  they  qualified  to  treat? 

For  two  weekends  I averaged  the  age  of  the 
patients  on  our  Family  Practice  inpatient 
service.  It  was  74  the  first  week,  ranging  from 
59  to  92,  only  one  patient  younger  than  65.  The 
next  weekend,  the  average  age  was  72,  exclud- 
ing two  patients  below  65  (one,  age  49,  has 
lung  cancer,  the  other,  23  years  old,  is  a victim 
of  uncontrolled  diabetes  and  AIDS). 

Recently  at  a meeting  on  assessment  of 
nursing  home  patients  I introduced  myself  as 
a physician  to  one  of  the  attendees,  a senior 
center  executive.  “Are  you  a geriatrician?”  she 
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Editorials 


asked.  The  word  is  already  out  to  elderly 
patients  and  their  advisors  that  there  is  such  a 
specialty.  I have  already  seen  advice  in 
Modern  Maturity,  the  publication  of  the  Asso- 
ciation of  Retired  Persons,  25  million  in  member- 
ship, which  suggests  that  its  members  be  sure 
to  ask  their  prospective  physician  if  s/he  is 
specially  trained  in  the  care  of  elderly  patients, 
or  else  seek  a geriatrician.  Once  the  certificate 
has  been  awarded,  will  anyone  who  does  not 
have  one  be  entitled  to  say  s/he  is  a geria- 
trician? Yet  the  number  of  adults  per  physician 
is  declining  because  of  the  increased  number 
of  physicians  relative  to  the  population. ^ Who 
are  generalists  going  to  care  for? 

Speaking  with  disapproval  of  the  proposed 
new  certification  in  critical  care,  (in  a letter 
whose  heading  was  the  inspiration  for  the  title 
of  this  editorial).  Dr.  Gerald  Olsen  complained, 
“Knowing  that  physicians  are  subjected  to 
ever-increasing  competitive  market  forces,  will 
this  examination  actually  lessen  these  forces 
or  clarify  the  subspecialists’  health-care  role?  I 
have  no  doubt  that  many  physicians,  fearing 


competition  or  masochistically  seeking  more 
diplomas,  will  opt  to  take  the  examination. 
But  does  this  fact  really  justify  The  same 
thing  may  well  also  be  true  for  the  certificate 
in  geriatric  medicine. 

Care  of  the  elderly,  high-quality,  state-of- 
the-art  care,  is  appropriate  to  the  professional 
lives  of  general  internists  and  family  phyic- 
ians.  Perceived  inadequate  care  of  a popula- 
tion which  is  so  dominant  a part  of  then- 
practices  should  spark  demands  for  better 
education  of  existing  and  future  practitioners, 
not  another  specialty. 

The  certification  examination  in  geriatrics 
is  now  another  significant  piece  of  bad  news  for 
family  physicians  and  for  general  internists. 
If  I thought  it  would  help,  I would  advocate  a 
general  boycott  of  the  examination,  but  I think 
many  of  those  eligible,  out  of  fear  rather  than 
conviction,  will  apply  to  take  it  while  they  still 
can. 

Bemadine  Z.  Paulshock,  M.D. 

REFERENCE 

1.  Olsen  GN.  Certification  in  critical  care:  Why?  Ann  Int  Med.  1987; 
106:914-915. 
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SPECIAL  REPORT:  SUMMARY  OF  HEALTH-RELATED 
LEGISLATION-!  34TH  GENERAL  ASSEMBLY 


The  first  session  of  Delaware’s  134th  General 
Assembly  recessed  early  in  July.  There  will 
probably  be  a special  session  late  in  September 
or  early  in  October  to  consider  nominations 
and  some  legislation.  Bills  that  are  not  acted 
upon  this  year  will  be  carried  over  to  the 
General  Assembly’s  second  session,  which 
will  convene  in  January,  1988. 

Generally,  all  legislation  introduced  in  the 
General  Assembly  is  assigned  to  a standing 
committee  for  review  and  reported  out  of  com- 
mittee before  receiving  final  consideration  on 
the  floor  of  each  house.  During  the  past  ses- 
sion, most  legislation  dealing  with  health  and 
medical  care  was  assigned  to  either  the  Senate 
Health-Social  Services/Aging  Committee, 
chaired  by  Senator  Herman  M.  Holloway,  Sr., 
or  the  House  Human  Resources  Committee, 
chaired  by  Representative  Jane  Maroney.  A 
bill  introduced  in  the  Delaware  Legislature 
must  pass  both  Louses  in  the  same  form  before 
it  goes  to  the  governor  for  signature. 

Health-related  legislation  approved  by  the 
General  Assembly  this  year  includes  HB  18, 
which  permits  the  Board  of  Medical  Practice  to 
temporarily  suspend  the  license  of  a 
Delaware  physician  pending  a hearing.  This 
extraordinary  remedy  is  available  to  the  Board 
of  Medical  Practice  only  upon  a finding  that  a 
physician’s  conduct,  as  alleged  in  a written 
complaint,  represents  a clear  and  immediate 
danger  to  the  public  health.  Legislation  that 
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was  not  approved  includes  HB  4,  a bill  to  ban 
smoking  in  most  public  places  that  was  passed 
by  the  House  but  did  not  come  up  for  a vote  in 
the  Senate,  and  HB  80,  legislation  to  require 
drivers  and  front  seat  passengers  to  wear  seat 
belts  that  was  passed  by  the  House  but 
defeated  in  the  Senate. 

The  General  Assembly  failed  to  act  upon  tort 
reform  legislation  introduced  by  the 
Business  Coalition.  The  Coalition  expects  the 
issue  to  be  addressed  during  the  second  session 
of  the  General  Assembly.  SB  144,  Senator 
Harris  McDowell’s  bill  to  repeal  the  Health 
Care  Malpractice  Insurance  Act,  did  not  come 
out  of  committee.  The  Society  strongly  objects 
to  this  legislation  and  will  fight  its  enactment. 

Allston  J.  Morris,  M.D.,  is  chairman  of  the 
Medical  Society  of  Delaware’s  Public  Laws 
Committee,  which  considers  health  legislation 
and  makes  recommendations  to  the  Society’s 
Board  of  Trustees. 

Following  is  a listing  of  some  of  the  legis- 
lation with  significance  for  medicine  that  was 
considered  during  the  first  session  of  the  134th 
General  Assembly.  For  further  information  or 
a copy  of  any  of  the  bills  listed,  contact  the 
Medical  Society  office  at  658-7596  or  800- 
348-6800. 

Anne  Shane  Bader 
Executive  Director 
Medical  Society  of  Delaware 
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Summary  of  Health  Legislation,  134th  General  Assembly 


SENATE  BILLS 


SOCIETY 

CURRENT 

BILL 

SUBJECT/SPONSOR 

POSITION 

STATUS 

SJR4 

To  provide  for  the  establishment  of  a task  force  to  make 
recommendations  to  the  governor  and  the  General  Assembly  with 
respect  to  surrogate  parenting  in  Delaware  (Holloway) 

Supported 

Signed 

4/13/87 

SB  28 

To  provide  that  any  person  who  in  good  faith  renders  emergency 
assistance  to  a person,  injured  or  not,  shall  not  be  liable  for  civil 
damages  (Cordrey) 

Supported 

Signed 

6/24/87 

SB  29 

To  exempt  owners  of  motorcycles  from  the  requirements  of 
personal-injury  protection  coverage  insurance  (Torbert) 

Opposed 

Stricken 

SB  44 

To  establish  a paramedic  section  under  the  direction  of  the  Office 
of  Emergency  Services  and  to  set  up  a registration  system  for 
paramedics  (Torbert) 

Supported 

Passed 
Senate; 
No  House 
action 

SB  56 

To  strictly  limit  instances  in  which  delinquent,  dependent, 
and  neglected  children  will  be  placed  together  (McDowell) 

Supported 

Signed 

5/5/87 

SB  95 

To  provide  for  regulation  of  contractors  and  workers  involved 
in  removal  of  asbestos  (Marshall) 

Supported 

Signed 

6/2/87 

SB  101 

To  impose  operational  standards  on  transfer  facilities  that 
hold  hazardous  waste  for  less  than  ten  days  (McBride) 

Supported 

Signed 

7/9/87 

SB  128 

To  clarify  the  definitions  of  a controlled  substance  (Holloway) 

Supported 

Signed 

6/20/87 

SB  132 

To  establish  a health  resources  management  council  for  health 
planning  (Holloway) 

Supported 

Signed 

7/2/87 

SB  133 

To  amend  the  Uniform  Alcoholism  and  Intoxication  Treatment 
Act  to  extend  immunity  from  liability  to  physicians  and  others 
who  commit  people  to  detoxification  programs  (Holloway) 

Supported 

Signed 

6/18/87 

SB  137 

To  provide  Medicaid  to  cover  infants  and  women  with  incomes  up 
to  100%  of  the  poverty  level  (Holloway) 

Supported 

Signed 

7/14/87 

SB  144 

Relating  to  health  care  malpractice  insurance  and  litigation 
(McDowell) 

Opposed 

No  Senate 
Action 

SB  150 

HOUSE 

To  require  smoke  detectors  in  all  residential  units  by  December  31, 
1988  (McDowell) 

BILLS 

Supported 

Passed 
Senate 
No  House 
action 

HJR8 

To  establish  an  ad  hoc  industrial  disaster  prevention  committee 
(Mack) 

Supported 

Signed 

6/5/87 

HB4 

To  ban  smoking  in  most  public  places  (Roy) 

Supported 

Passed 
House; 
No  Senate 
action 

HB5 

To  make  recreational  boat  operators  responsible  for  having 
passengers  12  and  younger  wear  a flotation  device  (Buckworth) 

Supported 

Signed 

7/17/87 

HB  10 

To  require  holders  of  liquor  licenses  to  post  in  signs  describing  the 
danger  of  alcohol  consumption  during  pregnancy  (Van  Sant) 

Supported 

Defeated 
in  House 
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Summary  of  Health  Legislation,  134th  General  Assembly 


HB  18 

To  permit  the  Board  of  Medical  Practice  to  temporarily  suspend, 
pending  a hearing,  the  certificate  to  practice  medicine  held  by  a 
Delaware  physician  (Maroney) 

Supported 

Signed 

2/17/87 

HB  44 

To  establish  a Board  of  Nutrition  to  regulate  dietitians  and 
nutritionists  (Soles) 

Supported 

Passed 
House; 
No  Senate 
action 

HB  56 

To  provide  for  the  licensing  and  regulation  of  professional 
counselors  (Maroney) 

Supported 

Signed 

7/9/87 

HB  58 

To  require  child-restraint  systems  to  be  used  by  all  drivers 
when  transporting  a child  younger  than  four  and  weighing  less 
than  40  pounds  (Maroney) 

Supported 

Passed 
House; 
No  Senate 
action 

HB  64 

To  establish  new  regulations  for  blanket  and  group  health 
insurance  policies  (Petrilli) 

Supported 

Signed 

7/17/87 

HB  80 

To  require  drivers  and  front-seat  passengers  of  motor  vehicles  to 
wear  seat  belts  (Petrilli) 

Supported 

Passed 
House; 
defeated 
in  Senate 

HB  119 

To  require  all  school  buses  purchased  on  or  after  July  1,  1987, 
to  be  equipped  with  seat  belts  (Roy) 

Supported 

No  House 
action 

HB  146 

To  limit  the  liability  of  “Good  Samaritans”  who  provide 
emergency  aid  (Quillen) 

Supported 

with 

amendment 

Passed 
House 
with 
H.A.  1; 
No  Senate 
action 

HB  182 

To  prevent  health  insurance  providers  in  the  state  that  provide 
pregnancy  related  benefits  from  denying  benefits  for  in  vitro 
fertilization  expenses  (D.  Ennis) 

Opposed 

Passed 
House 
No  House 
Action 

HB  195 

To  earmark  1%  of  the  alcoholic  beverages  tax  for  distribution 
to  alcohol  rehabilitation  programs.  (Van  Sant) 

Supported 

No  House 
Action 

HB  219 

To  empower  the  Board  of  Medical  Examiners  to  set  standards 
for  and  regulate  the  practice  of  acupuncture  in  Delaware  ( Amick) 

Opposed; 

changes 

recom- 

mended 

No  House 
Action 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
back, Cybex,  Dynavit,  spa-size 
whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802  . 
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AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar  with 
the  latest  computer  technologies  instead  of  those  of  your  specialty?  Are 
supply  and  equipment  problems  getting  you  down? 

Join  the  Air  Force  medical  team.  Concentrate  on  your  medical 
practice.  Leave  the  paperwork  hassle  to  others.  We  use  the  group 
practice  system  of  health  care.  It  allows  maximum  patient/physician 
contact  with  a minimum  of  administrative  responsibilities. 

You'll  get  to  use  those  skills  you've  gained  through  the  years  of 
education;  to  stay  up  with  new  methods  and  techniques;  and,  if 
qualified,  to  specialize. 

Our  superior  employment  and  benefits  package  make  Air  Force 
medicine  an  attractive  alternative  to  private  practice.  Find  out  how  you 
can  be  a part  of  the  Air  Force  health  care  team.  Call 


Capt  Alice  C.  Murphy 
(301)  436-1570 
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Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
presents 


THE  10TH  ANNUAL  PSYCHOSOMATIC  CONFERENCE 
“SLEEP  DISORDERS:  ADVANCES  IN  DIAGNOSIS  AND  MANAGEMENT” 


October  24, 1987 
Jeffferson  Medical  College 
McClennan  Hall 
2nd  Floor,  College  Building 
1025  Walnut  Street 
Philadelphia,  Pennsylvania 

Fee  Schedule:  $100.00  for  Practicing  Clinicians 

$ 75.00  for  Residents  and  Allied  Health  Profesionals 

(If  registered  before  October  2, 1987  a $15.00  reduced  rate  will  be  applied) 

CME  Credit:  8 credit  hours  in  Category  1 

8 credit  hours  in  APA 
8 credit  hours  applied  for  AOA 

For  further  information  and  registration,  contact  the  Office  of  Continuing  Medical  Education, 
Jefferson  Medical  College,  1025  Walnut  Street,  Philadelphia,  PA  19107  (215)  928-6992 
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Ill  Rehabilitation  Consultants,  Inc. 

SERVICES 


Physical  Therapy 
Occupational  Therapy 
Speech  Therapy 
Biofeedback 
Work  Hardening 
Sport  Medicine  Program 
Back  School  Program 


TWO  LOCATIONS 


Suite  105,  Springer  Building,  Concord  Plaza, 
3411  Silverside  Road. 

(302)478-5240 


2100  Baynard  Boulevard,  Wilmington 
(302)655-5877 
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Anthony  L.  Cucuzzella,  M.D, 

Pierre  L.  LeRoy,  M.D. 

itaio  V Monteieone  M D Rehabilitation  Consultants,  Inc. 


Coordinated  with  the  direction  of  the  referring 
M.D.  and  approved  by:  Chrysler  and  GM 
Medicare  ■ BC/BS  ■ Total  Health  Plus 
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Review 


REFERENCES  IN  SPORTS  MEDICINE 


When  I feel  the  urge  to  exercise,  I lie  down. 

Robert  Hutchins 
Former  President 
University  of  Chicago 

The  field  of  sports  medicine  is  so  diverse,  it  is 
difficult  to  specifically  identify  a limited  source 
of  good  medical  references.  Sports  medicine 
does  not  even  have  its  own  category  in  the 
library  system  under  “medicine  and  related 
subjects.”  Sports  medicine  is  really  a subset 
under  each  specialty  in  medicine;  no  one 
group  can  successfully  claim  proprietorship. 
Sports  medicine  problems  occur  in  every 
physician  specialty  in  medicine  as  well  as  in 
the  areas  of  physical  therapy,  athletic  training, 
exercise  physiology,  biomechanics,  and 
nutrition. 

Therefore,  this  brief  article  describes  only 
general  sports  medicine  references  pertinent 
to  physicians.  Specific  articles  are  not  men- 
tioned and  references  specific  to  subspecialties 
are  omitted. 

For  detailed  current  information  in  sub- 
specialty areas,  journal  articles  are  the  best 
source.  The  general  textbook  references  pro- 
vided below  will  give  overview  information 
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with  appropriate  references.  The  references 
listed  for  the  ScientiGc  American  chapter  on 
Sports  Medicine  are  extensive  (250)  and  up-to- 
date  through  1984. 

If  you  are  currently  treating  athletes  in  your 
practice,  I suggest,  in  addition  to  journals 
specific  to  your  area  of  expertise,  that  you 
review  American  Journal  of  Sports  Medicine 
and  Physician  and  Sports  Medicine.  Also,  you 
would  be  wise  to  have  at  least  one  current 
textbook  available  for  reference.  The  journals, 
textbook  chapters,  and  textbooks  I believe  to 
be  the  most  valuable  are  labeled  with  an 
asterisk  (*). 

JOURNALS 

(Year  in  parenthesis  indicates  starting  date  of 
journal) 

*1.  American  Journal  of  Sports  Medicine{1912) 
Good,  academic.  A standard  for  publication 
of  practical  research  in  sports  medicine. 

2.  Athletic  Journal  (1921) 

3.  British  Journal  of  Sports  Medicine  (1969) 

4.  Canadian  Journal  of  Applied  Sports  Science 
(1986) 

5.  Clinics  in  Sports  Medicine  (1982) 

Maybe  one  to  get  in  the  future. 

6.  Exercise  & Sports  Sciences  Review  (1973) 

623 


References  in  Sports  Medicine — Hocutt 


An  official  journal  of  the  American  College 
of  Sports  Medicine. 

7.  International  Journal  of  Sports  Medicine 
(1980) 

Very  expensive.  Only  fair  to  poor. 

8.  Journal  of  Sports  Medicine  & Physical 
Fitness  (1961) 

9.  Journal  of  Sports  Psychology  (1979) 

10.  Medicine  & Science  in  Sports  & Exercise 
(1969) 

One  of  the  official  journals  of  the  American 
College  of  Sports  Medicine. 

*11.  The  Physician  & Sports  Medicine  (1973) 
Practical  basic  coverage  of  popular  topics. 
Not  in  the  Index  Medicus  yet,  but  should  be. 
12.  Sports  Medicine  Digest  (1978) 

TEXTBOOK  CHAPTERS 

1.  Birrer  RB,  Wilkerson  LA:  Sports  Injuries.  In 
Rakel  RE.  Textbook  of  Family  Practice,  3rd  ed. 
Philadelphia:  WB  Saunders  Co.  1984;679-697. 
A brief,  but  good  overview  of  sports  injuries 
for  the  physician. 

*2.  Hocutt  JE,  Walters  DT:  Sports  Medicine.  In 
Taylor  RB.  Family  Medicine,  Principles  & 
Practice.  New  York:  Springer- Verlag.  1983. 

A good,  concise  overview  of  sports  medicine 
concerns  for  the  physician  dealing  with  ath- 
letes. (Yes,  I am  biased.) 

3.  Jaffe  R:  Sports  Medicine  Emergencies.  In 
Hocutt  JE.  Primary  Care  Clinics  in  Office 
Practice.  1986;  13:207-215. 

Concise,  essential  information  for 
physicians. 


4.  Simon  HB:  Sports  Medicine.  In  Rubenstein 
E,  Federman  DD.  Scientific  American  Med- 
icine. New  York:  Scientific  American  Inc.  1987- 
CTM  1:2-28. 

More  of  an  academic  defense  of  the  benefits 
of  exercise/sports  with  a discussion  of  the 
negative  effects  of  exercise. 

TEXTBOOKS 

1.  Smith  NJ,  ed.  Sports  Medicine:  Health  Care 
for  Young  Athletes.  American  Academy  of 
Pediatrics.  1983,  326  pages. 

Committee  written,  good  basic  reference. 

*2.  Birrer  RB.  Sports  Medicine  for  the  Primary 
Care  Physician.  New  York:  Appleton  Century 
Crofts.  1984,  347  pages. 

Good  reference,  thorough,  somewhat  up-to- 
date.  Chronic  compartment  syndrome  for 
example,  is  missing. 

3.  Cantu  RC  ed.  Clinical  Sports  Medicine. 
Lexington,  MA:  Collamore  Press.  1984,  219 
pages. 

More  detailed,  but  scattered  coverage  of 
sports  medicine  topics. 

4.  D’Ambrosia  R,  Drez  D,  ed.  Prevention  and 
Treatment  of  Running  Injuries.  Thorofare, 
NJ:  Charles  B.  Slack,  Inc.  1982,  204  pages. 

The  classic  reference  for  foot  and  running 
problems.  More  detail  than  most  physicians 
will  need. 

5.  Kuland  DN.  The  Injured  Athlete.  Phila- 
delphia: JB  Lippincott  Co.  1982,  526  pages. 

Thorough.  Replaced  the  third  edition  of 


HOME  HEALTH  CARE  CENTER 


• WHEELCHAIRS 

• WALKING  AIDS 

• T E N.S.  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• ORTHOPEDIC  BRACES 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


' SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SALES  608  NO.  UNION  STREET 

RENTALS  WILM  DEL 

service  phone  652-0300 
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O’Donoghue.  Becoming  outdated. 

6.  Lombardo  JA,  ed.  Sports  Medicine.  Primary 
Care  Clinics  in  Office  Practice  1984;  2:1-198. 

Basic  information  for  the  primary  care 
physician. 

7.  Mirkin  G,  Hoffman  M.  The  Sports  Medicine 
Book.  New  York:  Little,  Brown  and  Company. 
1978,  225  pages. 

If  you  want  to  know  what  the  coaches  and 
athletes  know  about  sports  medicine. 

*8.  O’Donoghue  EH,  ed.  Treatment  of  Injuries 
to  Athletes,  4th  ed.  Philadelphia:  WB  Saunders 
Co.  1984. 

The  granddaddy  of  all  sports  medicine 
references. 

9.  Rockwood  CA,  Green  DP,  eds.  Fractures  in 
Adults  & Children.  Philadelphia:  JB  lippincott 
Co.  Three  Volumes,  1984. 

A must  reference  for  any  physician  treating 
any  fractures,  in  sports  medicine  or  not. 

John  E.  Hocutt,  Jr.,  M.D. 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 


Deaths 


ROGER  MURRAY,  M.D. 

Dr.  Roger  Murray,  a general  surgeon  who 
practiced  in  Wilmington  for  more  than  32 
years,  died  August  11,  1987,  at  his  home  in 
Austin,  Texas.  He  was  85. 

He  was  a 1919  graduate  of  Wilmington  High 
School,  a 1921  graduate  of  University  of  Del- 
aware, and  finished  medical  school  at  Jeffer- 
son Medical  College  in  1925,  where  he  also 
took  his  residency  training.  Dr.  Murray  prac- 
ticed at  Beebe  Hospital  in  Lewes  in  1928  and 
1929  before  moving  his  practice  permanently 
to  Wilmington.  He  practiced  there  from  1929 
until  his  retirement  in  1961. 

Dr.  Murray  was  an  associate  surgeon  at  the 
old  Delaware  Division  and  a staff  physician 
at  Wilmington  General  Division,  Memorial 
Division,  and  St.  Francis  Hospitals.  He  was 
the  consulting  surgeon  for  the  Wilmington 
Department  of  Public  Safety  and  Fire  Depart- 
ment for  15  years,  retiring  in  1961. 

He  was  executive  secretary  of  the  Wilming- 
ton Board  of  Health  from  1934  to  1941,  and 
held  several  offices  in  New  Castle  County 
Medical  Society.  He  was  president  of  the  Med- 
ical Society  of  Delaware  in  1957.  He  was  also  a 
member  of  the  American  Medical  Association, 
the  Delaware  Academy  of  Medicine,  and  the 
American  Association  of  Railway  Surgeons. 


DELAWARE  AVENUE 
HISTORIC  DISTRICT 
PRESTIGIOUS  ADDRESS 

MEDICAL  SUITE 
AVAILABLE 

BEAUTIFULLY  RENOVATED, 
PRIVATE  ENTRANCE, 
CENTRAL  AIR, 
OFF-STREET  PARKING 
AVAILABLE, 

600  SO.  FT. 

$8.00  PER  SO.  FT. 

PLUS  UTILITIES 

CALL  792-0768 


CHRISTIANA 

AUDIOLCKIY 

ASSOCIATES.  INCORPORATED 


Complete  Audiometric  Testing 
Hearing  Aid  Evaluation 
Hearing  Aid  Conformity  Evaluation 
Hearing  Aid  Checks 
Swim  Ear  Molds 

Fitted  Ear  Plugs  for  Noise  Protection 

Electronystagmography 

Brain  Stem  Evoked  Response  Audiometry 


BY  APPOINTMENT  (302)  454-7234 
100  Christiana  Medical  Center,  Newark,  Delaware  19702 


DIRECTOR:  NORMAN  B.  ROBINSON,  M.D. 


In  Brief 


PHYSICIANS’  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
HEALTH  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please 
COMMITTEE  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 

MCD  ANNUAL  Remember  to  mark  your  calendars  for  the  198th  Annual  Meeting  of  the 
MEETING  Medical  Society  of  Delaware.  The  House  of  Delegates  will  convene  Friday, 

November  20,  1987,  at  the  Delaware  Academy  of  Medicine  Building,  and 
the  scientific  session  will  be  on  Saturday,  November  21,  at  the  Hotel  duPont 
in  Wilmington.  For  more  information,  call  the  Medical  Society  at  658-7596. 


MEDICAL  The  AMA’s  Second  National  Medical  Staff  conference  is  being  held  on 

5TAFF  October  15-17, 1987  at  the  Washington  Sheraton  Hotel  in  Washington,  D.C. 

CONFERENCE  Issues  affecting  hospital/medical  staff  relations  will  be  discussed.  Reserva- 
tions and  information  requests  can  be  made  by  calling  800-621-8335. 


INTERNAL 

MEDICINE 

ANNUAL 

MEETING 


Otis  R.  Bowen,  M.D.,  secretary  of  the  Department  of  Health  and  Human 
Services,  will  be  the  keynote  speaker  at  the  opening  House  of  Delegates 
session  at  the  31st  Annual  Meeting  of  the  American  Society  of  Internal 
Medicine,  to  be  held  October  14-18,  1987,  at  the  J.W.  Marriott  Hotel  in 
Washington,  D.C.  The  meeting  is  open  to  internists  and  the  subspecialties  of 
internal  medicine,  their  office  managers  and  staff,  and  internal  medicine 
residents.  For  information,  write  ASIM,  Department  NR,  1101  Vermont 
Avenue,  NW,  Suite  500,  Washington,  D.C.,  20005-3457,  or  call  202-289-1700. 


R.O.Y. 

WARREN 

SEMINAR 


The  annual  R.O.Y.  Warren  Memorial  Seminar,  sponsored  by  the  Delaware 
Chapter  of  the  American  Academy  of  Pediatrics,  will  be  held  November  6, 
1987,  at  the  Academy  of  Medicine  Building  in  Wilmington.  The  fee  of  $15 
includes  lunch.  For  more  information,  call  the  Academy  of  Medicine  at 
302-656-1629. 


SPORTS  Alfred  I.  duPont  Institute  is  offering  a one-day  program  on  October  16, 1987, 

MEDICINE  FOR  oii  sports  medicine  for  pediatricians.  It  will  help  physicians  to  identify 
PEDIATRICIANS  common  sports  medicine  problems  in  children  and  to  provide  current  infor- 
mation on  nutrition  and  physiology  in  child  athletes.  For  more  information, 
call  the  Department  of  Medical  Education  at  302-651-6750. 


CPR  AT  MCD  This  fall  and  winter  The  Medical  Center  of  Delaware  will  offer  adult  Cardio- 

Pulmonary  Resuscitation  (CPR)  classes  and  obstructed  airway  classes  for 
the  infant,  child,  and  adult  at  Wilmington  Hospital.  The  courses  are  con- 
ducted by  certified  instructors  according  to  standards  established  by  the 
American  Heart  Association.  Cost  is  $10.  To  register,  call  between  9:00  a.m. 
and  3:00  p.m.  at  428-6245. 
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GERIATRIC  The  American  Academy  of  Family  Physicians,  in  cooperation  with  the 
CERTIFICATION  American  Geriatrics  Society,  will  sponsor  review  courses  in  geriatric  medi- 
REVIEW  February  and  March  of  1988.  These  courses  are  intended  to  help 

board  certified  family  physicians  and  internal  medicine  specialists  prepare 
for  the  examinations  to  earn  the  certificate  of  added  qualifications  in  geri- 
atrics. For  more  information  about  the  courses,  please  contact  Pamela 
Williams  at  800-821-2512. 


ACADEMY  OF 
PATHOLOGY 
ANNUAL 
MEETING 


The  Annual  Meeting  of  the  United  States  and  Canadian  Academy  of 
Pathology  will  be  held  at  the  Washington  Hilton  in  Washington,  D.C.,  on 
February  28  through  March  4, 1988.  For  more  information,  write  Dr.  Nathan 
Kaufman,  Building  C,  Suite  B,  3515  Wheeler  Road,  Augusta,  Georgia,  30909, 
or  call  404-733-7550. 


YAD  SARAH  Yad  Sarah  is  the  largest  volunteer  effort  in  Israel.  It  provides  medical  and 
rehabilitation  equipment  to  anyone  who  needs  it  free  of  charge.  If  you  have 
surplus  equipment  that  you  would  like  to  donate,  please  call  Naomi  Gold- 
stein, OTR,  at  762-5019  after  2:00  p.m. 


A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  hove  a special  practice  for  you.  What 
mokes  it  special?  You'll  enjoy  on  excellent  pay  and  benefits 
package,  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vocation  with  pay  each  year.  And 
you  will  work  with  modern  ecjuipment  and  some  of  the  most 
highiy  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  speciall  Find  out  just  how 
special  your  practice  can  be.  Call 


TSgt  James  Simmons  & 
SSgt  Hawey  Tomlinson 
609-667-9208  collect 
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President’s  Page 


IS  UNIFIED  MEMBERSHIP  RIGHT  FOR  DELAWARE? 


The  issue  of  mandatory  membership  in  the  American  Medical  Association 
as  a condition  of  membership  in  the  Medical  Society  of  Delaware  is  a 
continuing  problem  seeking  a final  solution. 

The  facts  are  as  follows: 

1.  We  have  experienced  a loss  of  74  members. 

2.  We  are  enrolling  fewer  new  physicians  than  we  did  before. 

3.  Less  than  vigorous  support  from  the  AMA  has  been  forthcoming  to  our 
State  Society  despite  requests  relating  to  malpractice  and  public  relations 
issues. 

4.  A poll  of  the  state  membership  resulted  in  420  against  unified  membership 
and  301  in  favor  of  unified  membership. 

In  response  to  this,  your  Board  of  Trustees  is  submitting  a resolution  to  the 
House  of  Delegates  calling  for  deunification.  The  resolution  was  referred  as 
requested  to  the  Bylaws  Committee,  which  voted  unanimously  against  the 
proposal. 

That  the  AMA  is  our  only  voice  on  a national  level  is  not  in  contention; 
voluntary  AMA  membership  should  be  strenuously  encouraged  and,  in  my 
personal  opinion,  earned  by  the  national  organization  through  vigorous 
support  and  responsiveness  to  the  component  state  societies.  However,  I do 
not  believe  that  mandatory  membership  is  the  answer  to  increasing  AMA 
representation  of  physicians.  Not  only  has  it  created  unnecessary  problems 
here  in  Delaware,  but  it  has  not  accomplished  the  goal  of  a national  ground 
swell  of  other  states  toward  unified  membership. 

I encourage  each  of  you  to  contact  your  representative  county  delegates  to 
the  Annual  Meeting  and  advise  them  of  your  feelings.  Elsewhere  in  this 
issue  you  will  read  a letter  from  Dr.  Daniel  A.  Alvarez,  the  AMA  Delegate. 
One  way  or  the  other,  we  must  confront  this  question  and  put  the  issue  to 
rest. 
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ROCHE  BIOMEDICAL 
LABORATORIES 

a new  satellite 


a new  location  ""MOVED! 


RBL  WILMINGTON 
Suite  3A,  2300  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 
(302)  656-1204 

• CALL  FOR  A CONSULTATION  (302)  998-5900  • 


HOLIER  MONITORING  • HTLV-III  TESTING  AVAILABLE 


RBL  FOULK  ROAD 
2000  Fouik  Road,  Suite  B 
Wilmington,  Delaware  19810 
(302)  475-4214 


324  East  Main  Street 
Newark,  Delaware  19711 
(302)  737-4550 


RBL-NEWARK 


OTHER  LOCATIONS 

RBL  OMEGA 

F-52  Omega  Drive 
Newark,  Delaware  19713 
(302)  738-7112 


RBL-DOVER 

1001  South  Bradford  Street 
Dover,  Delaware  19901 
(302)  678-2796 


RBL-HERiTAGE 


RBL-WILMINGTON 

Augustine  Cut  Off 
Wilmington,  Delaware  19803 
(302)  571-8876 


RBL-CHRISTiANA 


2601  Annand  Drive — Suite  23 
Wilmington,  Delaware  19808 
(302  ) 998-5900 


420  Christiana  Medical  Center 
Newark,  Delaware  19702 
(302)  368-3959 


NO  PATIENT  TURNED  AWAY  FOR 
INABILITY  TO  PAY. 


Medical  Ethics 


This  has  been  provided  as  a service  of  the  Ethics  Committee  of  the  Medical 
Society  of  Delaware,  Robert  W.  Frelick,  M.D.,  Chairman. 


DELAWARE  PHYSICIANS’  VIEWS 


A total  of  445  members  of  the  Medical 
Society  of  Delaware  recently  answered  a 
survey  by  the  Ethics  Commitee.  The  response 
was  about  equal  to  the  48%  obtained  by  the 
Medical  Society’s  Malpractice  Panel,  suggest- 
ing a recognition  of  the  importance  of  ethical 
considerations  in  medical  practice.  There  was 
a significant  lack  of  unanimity  in  most  of  the 
questions  posed,  which  may  in  part  have  been 
due  to  differences  in  interpretations  of  the 
questions.  Yet  the  majority  of  the  respondents, 
on  the  basis  of  many  added  comments,  seemed 
to  understand  the  questions.  The  following 
conclusions  are  being  presented  as  part  of  the 
continuing  efforts  of  the  Ethics  Committee  to 
stimulate  interest  in  and  sensitivity  to  ethical 
issues  in  health. 

- Physicians  called  upon  to  respond  to 
obligatory  second  opinions  may  under  some 
circumstances  accept  a second  opinion  patient 
for  treatment,  but  most  indicated  that  such  a 


OF  CLINICAL  ETHICAL  PROBLEMS 


course  of  action  would  not  be  ethical.  Guide- 
lines for  this  type  of  consultation  have  not 
been  provided  by  the  AMA  Council  on  Ethics 
and  possibly  should  be  sought.  Only  a few 
thought  the  mandatory  second  opinions  were 
cost  effective. 

- Most  agreed  with  the  concept  that  the 
patient  who  joins  a closed  panel  HMO  accepts 
a limited  choice  of  physicians,  including 
consultants. 

- While  most  agreed  that  it  would  not  be 
ethical  for  a physician  to  prescribe  controlled 
drugs  for  himself  or  his  family,  a significant 
minority  indicated  that  there  could  be  circum- 
stances, especially  in  an  emergency,  when 
such  self-prescription  might  be  acceptable. 

- A significant  number  would  hesitate  to 
discontinue  tube  feedings  in  a comatose  elderly 
patient  even  if  its  only  value  was  to  prolong  life 
in  a person  with  no  future.  One  commentator 
suggested  that  with  the  living  will  provisions 
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now  in  effect  in  Delaware,  there  is  limited 
freedom  to  discontinue  tube  feedings  in  the 
absence  of  a will  requesting  such  an  action. 

- Most  thought  that  the  patient,  the  family, 
and  the  physician  could  agree  to  a no  code  blue 
order  without  the  interference  of  a committee 
to  approve  such  an  order,  but  a significant 
number  disagreed,  with  at  least  one  comment 
pointing  to  the  desirability  of  having  such 
committee  available  for  an  opinion  if  desired 
by  the  physician  and/or  the  patient,  or  the 
patient’s  family  if  the  patient  is  not  competent. 

- Most  agreed  that  it  is  ethical  for  a physician 
to  let  a spouse  or  sexual  partner  know  of  a 
positive  test  for  AIDS  in  a patient,  but  a 
significant  number  questioned  such  ethics. 
However,  almost  all  agreed  that  a positive 
blood  test  for  AIDS  should  be  reported  to  a 
spouse  of  an  accident  victim  whose  organs  are 
being  tested  for  possible  donation. 

- While  the  vast  majority  agreed  that  a 
physician  attending  an  athlete  should  be 
responsible  for  keeping  a star  fi*om  playing  if, 
for  example,  he  had  a mild  concussion  and 
past  history  of  significant  head  injury,  one 
respondent  wanted  to  leave  the  decision  up  to 
the  athlete  after  he  was  given  the  physician’s 
opinion.  The  committee  questioned  the  ability 
of  the  player  to  make  such  a decision. 

- There  was  a surprising  difference  of  opinion 
about  the  ethics  of  the  release  of  a worker’s 
diagnosis  by  an  industrial  physician  to  the 
personnel  department.  Many  did  not  realize 
that  an  occupational  physician  may  advise  on 
whether  a patient  may  or  may  not  work  under 
specific  conditions  but  is  under  no  obligation 
to  provide  the  diagnosis  unless  the  patient 
agrees. 

- There  was  confusion  about  how  to  interpret 
the  ethics  of  a supervising  attending  physician 
signing  for  Medicare  or  Medicaid  for  a service 
provided  by  a resident,  but  many  thought  it 
quite  appropriate,  especially  since  there  is  a 
corresponding  legal  responsibility  and  poten- 
tial malpractice  liability  for  the  attending 
physician  even  if  he  had  not  seen  the  patient. 

- The  majority  also  questioned  the  ethics  of 
not  telling  a patient  a resident  may  be  doing 
the  surgery  even  if  the  attending  surgeon  is 
present.  Others,  for  example,  suggested  that 
the  surgeon  of  record  is  still  in  charge  and 
responsible.  One  non-surgeon  did  not  think  the 
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definition  of  who  the  “operator”  is  has  any 
more  significance  than  whether  the  pilot 
landing  a commercial  plane  is  sitting  in  the 
left  or  right  seat. 

- Almost  all  agreed  that  the  operative  consent 
form  should  indicate  if  other  than  the  assigned 
surgeon  would  be  doing  the  surgery. 

The  Ethics  Committee  was  pleased  with  the 
number  of  responses,  which  were  not  only  very 
helpful,  but  indicated  a real  interest  in  ethical 
problems.  Although  many  of  the  opposing 
responses  could  be  explained  by  varying  inter- 
pretations and  perceptions  of  the  respondents, 
the  differences  suggest  the  need  for  all 
physicians  to  make  efforts  to  understand 
appropriate  and  ethical  patient  management 
practices.  The  Ethics  Committee  of  the  Medical 
Society  hopes  its  efforts,  including  the  new 
Medical  Ethics  page  of  the  Delaware  Medical 
Journal,  will  be  helpful. 

Courteous  ethical  practice  should  not  only 
provide  optimum  patient  care  and  satisfaction, 
but  also  help  control  the  malpractice  issue  all 
physicians  face. 

Robert  W.  Frelick,  M.D. 


Free! 

Physician^s  Handbook 
for  Medical  Management 
of  Alcohol  and 
Drug-Related  Problems 

by  Devenyi  and  Saunders. 

Co'published  by  the  Addiction 
Research  Foundation  and  the  Ontario 
Medical  Association. 

Contact  us.  Call  (302)  836-1200 
today. 

R€COV€RV  C€I^€R 

OFD€lAUJnR€ 

Resident/at  Addiction  Treatment  Services 
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INTRODUCTION 

Actinomycosis,  a chronic  suppurative  infec- 
tion usually  caused  by  Actinomyces  Israelii, 
which  is  present  in  the  normal  oral  flora,  is  a 
relatively  rare  disease  today.  As  would  be 
expected,  actinomycosis  is  more  common  in 
patients  with  poor  oral  hygiene. 

There  are  three  major  forms  of  actinomy- 
cosis: cervicofacial,  abdominopelvic,  and  tho- 
racic. The  cervicofacial  form  is  the  most 
common,  accounting  for  55%  of  clinical  disease. 
The  abdominopelvic  form  occurs  in  20%  and 
the  thoracic  form  in  15%  of  cases.  Mixed  cases 
comprise  the  remaining  10%.^ 

Thoracic  actinomycosis  is  probably  due  to 
aspiration  of  oropharyngeal  flora  in  the 
majority  of  cases,  but  may  result  from  esopha- 
geal penetration  or  by  direct  extension  from 
the  neck  or  abdomen.  As  with  its  other  forms, 
the  thoracic  form  of  the  disease  is  characterized 
by  the  spread  of  the  infection  across  normal 
anatomic  boundaries. 

Dr.  Davies  is  chief  of  the  section  of  Cardiovascular  and  Thoracic  Surgery  at 
The  Medical  Center  of  Delaware;  chief  of  thoracic  surgery  at  St.  Francis 
Hospital.  Wilmington;  consultant  thoracic  surgeon  at  the  A. I.  du  Pont 
Institute,  Wilmington;  and  clinical  professor  of  surgery  at  Thomas  Jefferson 
University  in  Philadelphia. 

Dr.  Messerschmidt  is  chief  resident  thoracic  and  cardiovascular  surgeon  at 
Thomas  Jefferson  University  in  Philadelphia. 

Dr.  Piland  is  a resident  in  Emergency  Medicine  at  University  of  Eastern 
Virginia.  Norfolk,  Virginia. 

Dr.  Daily  is  a senior  attending  physician  in  the  Department  of  Radiology  at 
The  Medical  Center  of  Delaware. 
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Surgical  intervention  in  patients  with  tho- 
racic actinomycosis  is  frequently  limited  to 
diagnosis.  Surgery  performed  to  rule  out 
carcinoma  has  turned  up  actinomycosis 
instead.  However,  surgery  may  be  required  for 
complications  such  as  empyema,  pericarditis,^ 
or  hemoptysis.^ 

We  recently  treated  a patient  with  the 
thoracic  form  of  actinomycosis  who  had 
classical  as  well  as  some  unusual  features  of 
the  disease.  We  describe  the  patient  here  to 
remind  physicians  of  this  unusual  disease. 

CASE  REPORT 

A 61  year  old,  previously  healthy  white  man 
was  referred  to  us  due  to  a rapidly  growing 
mass  on  his  left  anterior  chest  wall. 

He  first  noticed  a painless,  one  centimeter 
lump  above  his  left  breast  about  one  month 
prior  to  admission.  The  lesion  grew  rapidly, 
and  was  the  size  of  a baseball  when  he  was 
first  seen.  During  the  month,  he  had  become 
anorexic  and  had  admitted  to  a 20  pound 
weight  loss.  He  had  developed  fever  of  102.8°, 
chills,  and  night  sweats  over  the  previous  two 
weeks.  He  had  intermittent  pressure-type  pain 
in  the  left  chest  wall  and  had  noted  the  lesion 
to  be  tender  at  this  time.  The  patient  also  had 
severe  malaise.  He  had  noted  a non-productive 
cough  for  about  two  months,  but  denied 
dyspnea,  hemoptysis,  or  pleuritic  pain.  Also  of 
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interest  is  that  he  had  developed  a tendency  to 
bruise  easily.  He  gave  a vague  history  of  an 
injury  to  his  chest  with  a wire  cutter  prior  to 
any  symptoms,  but  the  skin  had  not  been 
broken. 

The  patient’s  past  medical  history  was 
unremarkable  except  for  a 40  pack/year  history 
of  cigarette  smoking.  He  had  no  other  signifi- 
cant illnesses,  no  significant  travel  history, 
and  no  history  of  tuberculosis  or  other  pulmo- 
mary  disease.  He  was  an  electrician  with  no 
history  of  exposure  to  asbestos  or  other  dusts 
or  chemicals. 

He  was  a thin,  ill-appearing  man.  His  lungs 
were  clear  to  auscultation  and  his  heart  rhythm 
was  regular  without  murmurs  or  rubs.  A 15  x 
15  cm  mass  protruded  from  the  left  chest  wall, 
extending  from  the  sternal  border  between  the 
clavicle  and  nipple  (Fig.  1).  The  medial  portion 
of  the  mass  was  erythematous,  warm,  and 
very  tender.  There  was  an  area  of  fluctuance 
beneath  the  erythematous  skin.  When  the 
patient  was  first  seen  a few  days  previously, 
the  mass  had  been  solid  and  non-erythem- 
atous.  The  abdomen  was  normal. 

At  the  time  of  admission,  the  patient’s 
temperature  was  99.0°;  blood  pressure  was 
136/82;  pulse,  100;  and  respiratory  rate,  16. 

Hemoglobin  was  9.5  gm;  hemocrit,  28%. 
There  were  10,900  leukocytes  per  mm3  with 
79%  neutrophils,  13%  lymphocytes,  and  8% 
monocytes.  Platelet  count  was  normal;  elec- 
trolytes were  within  normal  limits.  Urinalysis 
showed  2-4  RBC,  1+  bacteria,  and  0-1 WBC  per 
HPF.  Electrocardiogram  was  normal. 

Chest  radiographs  showed  extensive  consoli- 
dation extending  from  the  left  perihilar  region 
to  the  lingula  and  left  upper  lobe.  A few  small 
cystic  spaces  were  seen  peripherally.  There 
was  no  rib  erosion,  and  the  chest  wall  mass 
was  seen  on  oblique  views,  measuring  15  cm 
vertically.  No  calcification  was  seen. 

To  further  delineate  the  lesion  a CT  scan  of 
the  chest  was  obtained  (Fig.2).  Consolidation 
was  present  in  the  left  uppper  lobe  and  lingula 
with  some  patchy  density  in  the  periphery  of 
the  left  lower  lobe.  Bronchi  without  evidence  of 
compression  or  obstruction  were  seen  in  the 
consolidated  areas.  There  was  no  hilar  lymph 
node  enlargement.  The  chest  wall  lesion 
appeared  to  displace  the  pectoral  muscles  and 
had  a central  density  with  some  peripheral 


FIGURE  1 


Photograph  of  moss  on  chest  wall. 

enlargement.  Pleural  thickening  without  effu- 
sion was  seen. 

The  chest  wall  mass  was  treated  locally  with 
warm  compresses  while  the  radiographic 
studies  were  being  obtained.  The  patient  was 
transfused  with  two  units  of  packed  red  blood 
cells  which  increased  his  hemoglobin  to  10.4 
gms,  causing  the  affected  area  to  become  more 
fluctuant. 

The  patient  was  taken  to  the  operating  room 
the  day  after  admission,  for  drainage  and 
biopsy.  When  the  lesion  was  excised,  300cc  of 
purulent  material  was  drained.  Penrose  drains 
were  placed  and  the  material  sent  for  gram 
stain  and  cultures  for  aerobic,  anaerobic, 
fungal,  and  acid  fast  organisms.  Gram  stain 
revealed  3+  pus  cells  and  3+  filamentous, 
branching,  gram-positive  bacilli  consistent 
with  Actinomycosis  (Fig.  3). 

Intravenous  penicillin  G was  begun  immedi- 
ately post-operatively  at  a dose  of  6.3  million 
units  every  four  hours.  The  patient  improved 
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FIGURE  2 
CT  scan. 


rapidly,  regained  his  appetite,  and  remained 
afebrile.  The  drains  were  removed  on  the  tenth 
postoperative  day.  His  leukocyte  count  had 
decreased  to  6,000  per  mm^  with  54%  neutro- 
phils and  no  bands.  The  chest  radiograph 
showed  some  improvment.  Final  cultures  failed 
to  isolate  organisms. 

The  patient  was  discharged  on  the  sixteenth 
postoperative  day.  Intravenous  penicillin  G 
was  continued  at  home  to  complete  a one 
month  course.  He  continued  to  do  well,  and  a 
chest  radiograph  obtained  after  one  month 
showed  marked  improvement  with  some 
residual  scarring. 

DISCUSSION 

Actinomycosis  has  become  a rare  diseasee, 
probably  partly  due  to  better  oral  hygiene 
and  more  widespread  use  of  antibiotics  for 
other  diseases.  Only  two  cases  were  seen  at 
The  Medical  Center  of  Delaware  in  the  past 
ten  years,  one  patient  with  abdominopelvic 
disease,  and  the  other  the  patient  presented 
here. 

Actinomyces  Israelii  is  a slow  growing, 
filamentous,  gram-positive  bacillus  that  shows 
true  branching.  The  organisms  grow  anaero- 
bically but  may  be  microaerophilic.'*  Because 
of  its  microscopic  appearance  and  clinical 
manifestations,  Actinomyces  were  once  clas- 
sified as  fungi  and  are  still  often  discussed  with 
fungal  diseases.  Other  species  reported  as  rare 
causes  of  human  disease  are  Arachnia  pro- 
pionica,  Actinomyces  viscosus,  Actinomyces 
naeshmdii,  Actinomyces  odontolyticus,  and 


FIGURE  3 

Gram  stain  showing  branching  filamentous 
rods. 


Actinomyces  meyei.^  Infected  drainage  classi- 
cally contains  “sulphur  granules”  which  consist 
of  a mass  of  neutrophils  attached  to  the 
filamentous  bacteria  (Fig.  4). 

The  disease  was  first  described  in  cattle  as 
“lumpy  jaw,”  caused  almost  exclusively  by  A. 
bovis,  a species  which  has  not  been  implicated 
in  human  disease.  Israel  and  his  co-workers 
delineated  the  human  form  of  the  disease  in 
the  1880s  and  1890s.^ 

The  cervicofacial  form  of  the  disease  is 
frequently  seen  in  patients  with  poor  oral 
hygiene  and  often  occurs  after  dental  proce- 
dures. Clinical  presentation  ranges  from  a 
painless,  bluish  swelling  over  the  mandible  to 
a painful,  acute  pyogenic  infection  with  drain- 
ing sinuses  beginning  at  the  angle  of  the 
mandible  or  parotid  region  and  extending 
across  tissue  planes  into  the  neck  and  some- 
times into  the  chest. 

The  abdominopelvic  form  occurs  most  fre- 
quently after  surgery  for  acute  appendicitis  or 
other  abdominal  surgical  emergency.  The 
diagnosis,  often  frequently  delayed,  presents 
with  a brown  phlegmon  in  the  ileocecal  area 
which  may  spread  without  regard  for  tissue 
planes.  Extension  into  the  pelvis  may  present 
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FIGURE  4 

Gram  stain  of  sulphur  granule. 


clinically  with  recurrent  draining  perianal 
fistulae.'^ 

Thoracic  actinomycosis  occurs  after  aspira- 
tion of  oropharyngeal  flora,  esophageal  pene- 
tration, or  occasionally,  from  direct  extension 
from  cervicofacial  or  ahdominopelvic  disease. 
It  is  a synergistic  infection  with  other  oppor- 
tunistic bacteria  nearly  always  being  present. 

Constitutional  symptoms  may  be  present 
and  include  fever,  chills,  night  sweats,  weight 
loss,  and  malaise.  Cough,  pleuritic  chest  pain, 
and  hemoptysis  are  common.  Anemia  has  also 
been  described;  a modest  leukocytosis  is 
usually  present.  Initial  presentation  of  more 
advanced  disease  may  include  empyema, 
empyema  necessitans,  chronic  draining  chest 
wall  sinuses  with  typical  “sulphur  granules,” 
superior  vena  cava  syndrome,^  or  pericardial 
effusion.® 

Roentgenographic  findings  in  actinomycosis 
are  often  non-specific,  leading  to  difficulty  in 
differential  diagnosis  from  other  diseases.  Our 
patient  demonstrates  some  of  the  more  typical 
findings. 

The  classic  description  of  thoracic  actino- 
mycosis is  a parenchymal  infiltrate  with 
extension  to  the  chest  wall  with  rib  erosion. 
However,  a mass  with  pleural  involvement  is 
frequently  found,  causing  confusion  with 
carcinoma.  Extension  of  the  process  across 


lobar  fissures  as  well  as  across  pleural  and 
pericardial  surfaces  is  highly  suggestive  of 
actinomycosis.®  Rib  periostitis  as  well  as 
destruction  of  ribs  or  vertebrae  from  extension 
of  the  disease  is  also  suggestive  of  actino- 
mycosis. With  vertebral  destruction,  the  disc 
space  is  usually  spared;  thus  collapse  is 
unusual.  Small  cavities  are  frequently 
present.'* 

Observation  of  air  bronchograms  in  the 
involved  parenchyma  (Felson’s  “open 
bronchus  sign”)  helps  to  differentiate  the  lesion 
from  carcinoma  where  the  bronchi  are  usually 
compressed  or  invaded  by  tumor.^  CT  scanning 
can  be  extremely  helpful  by  further  delineating 
the  roentgenographic  findings.  Ultrasono- 
graphy is  often  used  in  defining  pleural 
involvement,  especically  when  empyema  is 
present.*® 

Definitive  diagnosis  of  actinomycosis 
depends  on  the  identification  of  typical 
organisms  on  gram  stain  and  culture. 
Actinomyces  Israelii  grows  best  anaerobically 
and  is  characterized  by  xylose  or  mannitol 
fermentation,  nitrate  reduction,  and  starch 
hydrolysis.  However,  positive  cultures  are 
obtained  in  only  about  50%  of  patients  because 
of  overgrowth  of  synergistic  bacteria,  improper 
anaerobic  culturing,  or  prior  antibiotic 
treatment.*  Identification  of  typical  sulphur 
granules  is  almost  pathogomonic,  as  these  are 
so  rarely  present  in  nocardiosis  or  other 
diseases.** 

Peabody  and  Seabury  first  emphasized 
prolonged  intensive  antibiotic  therapy  for 
actinomycosis  in  1960.*^  Before  that,  surgery 
was  the  primary  treatment,  leading  to  high 
morbidity  and  mortality.*  Penicillin  is  the 
antibiotic  of  choice.  Initial  treatment  with  at 
least  10  to  20  million  units  of  intravenous 
penicillin  G daily  in  divided  doses  is  recom- 
mended. Treatment  should  be  continued  for  at 
least  four  to  six  weeks.  After  initial  intra- 
venous treatment  for  at  least  several  days,  oral 
penicillin  may  be  used  in  less  severe  cases.*  If 
penicillin  treatment  fails,  or  in  allergic 
patients,  sulfonamides  or  many  other  alternate 
antibiotics  including  tetracycline,  erythromy- 
cin, and  chloramphenicol  are  effective. 

SUMMARY 

Surgery  has  three  important  roles  in  the 
treatment  of  thoracic  actinomycosis:  diag- 
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nosis,  adjunctive  treatment,  and  occasionally, 
curative  resection.  Surgical  intervention  is 
frequently  required  to  obtain  culture  material 
for  definitive  diagnosis,  as  in  our  patient.  More 
often,  however,  carcinoma  is  suspected,  but 
actinomycosis  found  at  thoracotomy . Surgical 
drainage  of  abscesses  and  empyemas  as  well 
as  excision  of  sinus  tracts  are  often  helpful 
adjuncts  to  antibiotic  treatment. Surgical 
excision  has  been  shown  to  be  curative  in  some 
patients,  but  by  no  means  is  the  treatment  of 
choice.® 
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Magnetic  Resonance  Imaging  (MRI) 


■tour  doctor 
can  see  you 
now. 

And  better. 


Arteriogram 


Timely  and  accurate  medical  imaging  is 
crucial  to  your  physician's  work.  These  images 
help  in  making  accurate  diagnoses  and  plan- 
ning treatments. 

In  one  convenient  place  at  the  Omega 
Imaging  Center,  physicians  can  "see"  inside  their 
patients  with  state-of-the-art  imaging  equipment. 
Medical  imaging  offered  by  the  Center  includes: 

□ Magnetic  Resonance  Imaging  (MRI) 

□ CAT  Scan 

□ Out-patient  arteriogram 

□ Myelogram 

□ Arthrogram 

□ Barium  studies  of  the  stomach  and  bowels 

□ Kidney  X-rays 

□ All  other  X-rays 

□ Ultrasound  and  mammogram 
by  arrangement 

An  expert  staff,  a comfortable  setting  and 
plenty  of  free  parking  make  each  patient's  visit  a 
pleasant  one.  Located  across  from  the  west 
entrance  to  the  Christiana  Hospital,  the  Center 
offers  patients  easy  access  via  1-95. 

For  more  information,  contact  yovu  physi- 
cian or  the  Omega  Imaging  Center  at  (302) 
738-9300.  Please  note  that  appointments  can  be 
made  only  through  a referring  physician. 


OMEGA 

IMAGING 

CENTER 


Omega  Imaging  Center 

L6  Omega  Drive 
Omega  Professional  Center 
(across  from  Christiana  Hospital) 
Newark,  Delaware  19713 
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DURING  PREGNANCY 
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INTRODUCTION 

There  is  increasing  awareness  on  the  part  of 
both  health  professionals  and  the  public  of  the 
risks  associated  with  blood  transfusion.  To  a 
great  extent  this  has  resulted  from  media 
attention  to  the  AIDS  epidemic  and  possible 
HIV  transmission  by  blood  transfusion. ^ More 
frequent  but  less  publicized  are  the  acknow- 
ledged risks  of  post-transfusion  hepatitis 
which  occurs  in  8.6  to  12.7%  of  transfusions,^’^ 
and  antigen  (eg,  blood  group,  HLA,  or  protein) 
sensitization.  Banking  of  autologous  blood  for 
elective  surgery  has  long  been  advocated,  but 
has  received  little  attention  until  the  advent  of 
AIDS.4 
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The  concept  of  blood  donation  by  pregnant 
women  to  be  used  for  autologous  transfusion 
has  been  acceptable  to  the  blood  banking 
profession  for  some  time,  but  has  not  pre- 
viously been  studied  systematically.  Recently, 
the  issue  of  blood  donation  and  its  safety  for 
autologous  transfusion  at  the  time  of  elective 
cesarean  section  was  addressed.®  The  present 
study  was  designed  to  determine  whether  or 
not  blood  donation  after  37  weeks  gestation  in 
a low  risk  population  is  safe. 

MATERIAL  AND  METHODS 

Between  3/28/84  and  9/12/84,  donation  of 
blood  for  possible  subsequent  autologous 
transfusion  was  offered  to  all  patients  who 
were  scheduled  for  elective  cesarean  section,  to 
healthy  patients  who  desired  that  blood  be 
available  at  the  time  of  expected  vaginal 
delivery,  and  to  other  low  risk  prenatal  patients 
in  whom  the  need  for  transfusion  was  a 
possibility.®  Only  patients  with  uncomplicated 
pregnancies  were  eligible  for  study  (Table  1). 
After  informed  consent  as  approved  by  the 
Human  Rights  Committee  was  obtained, 
phlebotomy  was  done  at  or  beyond  37  weeks 
gestation. 
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TABLE  1 

REASONS  FOR  BLOOD  DONATION  FOR 


AUTOLOGOUS  TRANSFUSION 

Planned  elective  repeat  cesarean  section  . . . 33 
Patient  request  - anticipated 

vaginal  delivery 5 

History  of  postpartum  hemorrhage 1 

History  of  bleeding  tendency 1 

Planned  trial  of  labor  after  previous 

cesarean  section 1 


At  the  time  of  each  blood  donation,  all 
American  Association  of  Blood  Banks  (AABB) 
criteria  for  autologous  blood  donation  were 
met,  including  fingerstick  hematocrit.^ 
Additional  requirements  imposed  for  the  study 
are  seen  in  Table  2. 

A non-stress  test  (NST)  was  performed,  and 
if  reactive  by  Schifren’s  criteria,  external 
monitoring  was  continued  during  the  blood 
donation.®  Phlebotomy  was  performed  per 
AABB  standards.  NST  was  repeated  after 
blood  donation.  Care  was  taken  to  perform  the 
blood  donation  in  the  right  or  left  lateral 
decubitus  position.  If  contractions  were  detec- 
ted after  the  blood  donation,  external  monitor- 
ing was  continued  until  actual  labor  was  ruled 
out.  Patients  were  encouraged  to  donate  two 
units  of  blood.  The  second  unit  of  blood  was  not 
donated  any  sooner  than  five  days  after  the 
first  donation.  All  patients  were  instructed  to 
take  supplemental  iron  prior  to  delivery. 

A control  group  was  composed  of  patients 
who  were  scheduled  for  elective  repeat  ces- 

TABLE  2 

ELIGIBILITY  REQUIREMENTS 

1 . Hemotocrit  > 34% 

2.  No  medications  except  prenatal  vitamins  or 
hematinics. 

3.  Systolic  blood  pressure>l  1 OmmHg  but 

1 40  mmHg  and/or  a diastolic  blood  pres- 
sure > SOmmHg  but  < 90  mmHg 

4.  Current  weight  >135  lbs.  and  prepregnancy 
weight  >100  lbs. 

5.  Prenatal  care  since  the  first  trimester  or  early 
second  trimester  by  OB  clinic  staff  or  a private 
obstetrician. 

6.  No  high  risk  factors.*^ 


arean  section  but  did  not  want  to  donate  blood. 
NSTs  were  not  performed  on  these  patients 
because  of  cost  constraints.  Table  2 lists  the 
parameters  examined. 

The  indication  for  blood  transfusion  was 
determined  by  the  patient’s  physician  or 
anesthesiologist.  Study  patients  were  given 
the  option  of  having  their  autologous  blood 
electively  transfused  post-operatively  rather 
than  having  it  discarded  or  stored  in  the 
general  blood  bank.  Statistical  significance 
was  assessed  by  chi  square  analysis;  values  of 
0.05  were  considered  statistically  significant. 

RESULTS 

Forty-one  patients  were  entered  into  the 
study  group.  Twenty-six  patients  underwent 
single  donations  and  15  patients  donated  two 
units.  In  the  study  group,  33  patients  had 
cesarean  sections,  and  eight  delivered  vagin- 
ally.  The  control  group  consisted  of  31  patients, 
all  of  whom  were  scheduled  for  elective,  repeat 
cesarean  section  (Tables  3 and  4). 

Twenty-four  study  patients  declined  dona- 
tion of  a second  unit  of  blood.  Of  the  17  patients 
scheduled  to  donate  two  units,  two  patients 
were  rejected  because  of  hematocrits  below 
34%. 

No  study  patient  was  delivered  as  a result  of 
persistent  uterine  contractions  that  developed 
during  or  immediately  after  blood  donation. 
The  contraction  patterns  noted  during  and 
after  blood  donation  are  seen  in  Table  5.  The 
only  side  effects,  other  than  uterine  contrac- 
tions, were  transient  light-headedness  and 
dizziness.  These  sensations  were  noted  in  two 
patients,  but  were  unaccompanied  by  hypo- 
tension and  did  not  require  intervention. 

Fourteen  patients  were  transfused  either 
intraoperatively  or  during  the  immediate  post- 
partum period.  Eleven  were  transfused  elec- 
tively while  the  other  three  patients  required 
transfusion.  These  three  patients  are  discussed 
below. 

Patient  til . Elective,  repeat  cesarean  section. 
Her  hematocrit  was  36%  on  admission.  She 
developed  post-partum  uterine  atony,  requir- 
ing two  units  of  whole  blood  immediately  post- 
operatively  for  stabilization  (one  autologous 
and  one  homologous).  At  24  hours  post- 
transfusion, the  patient’s  hematocrit  was  24%. 

Patient  #2.  Elective  repeat  cesarean  section. 
This  patient’s  hematocrit  was  37%  on  admis- 
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TABLE  3 

COMPARISON  OF  PARAMETERS  - STUDY  AND  CONTROL  GROUPS 


PARAMETER 

STUDY 

CONTROL 

(P) 

Mean  maternal  age  (years) 

28.5+4.54 

28.74  + 3.92 

NS^ 

HCT  on  admission  (%) 

- 1 unit  donated 

- 2 units  donated 

35.5+2.34 
35.3  + 1.84 

36.68+2.79 

NS 

HCT  48  hours  after  delivery 

- not  transfused 

- electively  transfused 

33.77+2.02 

34.6+3.98 

34.13+4.29 

NS 

Change  in  HCT  from  admission 
to  48  hours  after  delivery 

- not  transfused 

- electively  transfused 

1 .90  + 1 .57 
1.30  + 1.83 

2.97  + 3.87 

<.01 

★ NS  = p > .05 
HCT  = Hematocrit 

sion.  She  developed  an  intraoperative  hemor- 
rhage and  received  two  units  of  whole  hlood 
intraoperatively  (one  autologous  and  one 
homologous).  Her  hematocrit  was  29%  at  24 
hours  post-transfusion. 

Patient  #3.  Elective  repeat  cesarean  section. 
Her  hematocrit  was  37%  on  admission.  She 
developed  an  intraoperative  hemorrhage 
secondary  to  idiopathic  thrombocytopenic 
purpura.  She  received  three  units  of  whole 
blood  (two  autologous  and  one  homologous). 
At  24  hours  post-transfusion,  her  hematocrit 
was  24%. 

One  patient  in  the  control  group  required  a 
blood  transfusion  after  undergoing  an  elective 
repeat  cesarean  section.  Her  hematocrit  was 
35%  on  admission.  She  was  found  to  have  an 
occult  uterine  rupture  at  the  time  of  cesarean 
section  and  required  two  units  of  whole  blood 
for  stabilization  intraoperatively.  Post-trans- 
fusion hematocrit  was  not  obtained. 

A total  of  four  patients  in  the  study  and 
control  groups  required  transfusion.  There 
was  another  subset  of  patients  who  were 
discharged  with  significant  anemia  secondary 
to  operative  blood  loss  but  were  not  considered 
to  require  transfusion  (Table  4). 

DISCUSSION 

The  risk  of  blood  transfusion  may  be 
minimized  if  the  patient’s  own  blood  is  used; 
however,  enthusiasm  for  autologous  blood 


donation  prior  to  elective  surgery  has  been 
lacking.  Along  with  a failure  to  promote 
autologous  blood  donation  programs,  there 
has  been  apprehension  about  including  certain 
patients  considered  to  be  at  increased  risk  for 
adverse  reactions  secondary  to  phlebotomy. 
In  the  past,  obstetrical  patients  were  included 
in  the  high  risk  group;  recently,  however,  they 
have  been  shown  to  be  suitable  candidates  for 
autologous  blood  donation.^^i® 

The  1977  edition  of  the  AABB  Technical 
Manual  states  that  “uncomplicated  pregnancy 
is  not  a contraindication  to  predeposit  phle- 
botomies.” This  statement  was  unreferenced. 


TABLE  4 

TRANSFUSION  AND  HEMATOCRIT  DATA 


STUDY  CONTROL 


Number  of  patients 
transfused 

- nonelective  3 

- elective  1 1 

Patients  discharged  with 
HCT  > 30%  4 

Patients  with  >■  30% 
decrease  in  HCT  from 
admission  to  discharge*  0 


1 

0 

5 

2 


*nonelectively  transfused  patients  excluded 
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but  pregnant  women  have  not  been  considered 
high  risk  donors.  Recently,  when  13  gravid 
patients  were  included  in  a group  of  patients 
being  studied  for  the  safety  of  preoperative 
autologous  blood  donation,  the  author  reques- 
ted the  . .absolute  proof  of  the  safety  of  blood 
donation  during  pregnancy.  . The  only 
study  to  date  that  has  been  monitored  for  fetal 
heart  rate  during  phlebotomies  was  that  of 
Davis  in  1979.  Based  on  his  observations  of 
five  patients,  he  recommended  that  all  mothers 
be  carefully  monitored  for  fetal  heart  rate 
changes  and  uterine  contractions.  His  opinion 
was  that  evidence  of  uterine  contractions 
might  contraindicate  blood  donation,  “... 
because  labor  may  be  imminent.”  It  was  also 
recommended  that  only  single  unit  donations 
be  permitted  to  prevent  anemia.^ 

The  present  study  demonstrates  the  safety 
of  blood  donation  after  37  weeks  gestation. 
There  were  no  deliveries  occurring  as  a result 
of  contractions  that  were  present  or  that 
developed  at  the  time  of  blood  donation. 
Slightly  fewer  than  half  of  the  study  patients 
had  detectable  uterine  contractions  during 
phlebotomies.  Only  one  study  patient  devel- 
oped uterine  contractions  after  blood  donation; 
she  was  not  delivered  prior  to  her  scheduled 
date  for  cesarean  section.  In  our  study  group, 
blood  donation  was  not  associated  with  the 
development  of  labor,  although  the  finding  of 
uterine  contractions  was  common  (Table  5). 

Fetal  well-being  was  confirmed  by  NST 
before  and  after  blood  donation.  There  were  no 
episodes  of  fetal  distress.  Previous  reports  of 
fetal  distress  were  associated  with  maternal 
hypotension.^  Hypotension  may  have  been 
minimized  in  the  present  study  by  placing  our 
patients  in  the  right  or  left  lateral  decubitus 


position.  No  fluid  loading  was  necessary. 

The  possibility  of  phlebotomy-induced 
anemia  was  raised  in  a previous  report.®  There 
was  no  significant  difference  in  hematocrit 
between  the  study  and  the  control  groups  at 
the  time  of  admission,  regardless  of  whether 
one  or  two  units  of  blood  were  donated.  Study 
patients  who  did  not  receive  blood  transfusions 
had  significantly  less  change  in  their  hema- 
tocrits from  admission  to  48  hours  post- 
operatively  than  did  the  control  patients.  This 
may  be  secondary  to  the  bone  marrow  being 
“turned  on”  by  predonation  prior  to  delivery, 
thus  allowing  these  patients  to  respond  more 
rapidly  to  intraoperative  blood  loss,  but  this  is 
only  speculation.  12  There  was  no  significant 
difference  between  the  hematocrit  of  the 
control  and  study  groups  48  hours  after 
delivery  whether  or  not  they  had  electively 
received  blood  transfusions.  Five  of  the  11 
study  patients  electively  transfused  actually 
had  higher  hematocrits  48  hours  post- 
operatively.  These  findings  indicate  that 
donation  of  blood  whether  returned  to  the 
patient  or  not,  did  not  predispose  to  post- 
operative anemia  when  compared  to  controls. 

CONCLUSION 

A total  of  41  gravid  women  electively 
donated  56  units  of  whole  blood.  All  patients 
underwent  continuous  fetal  monitoring  during 
the  blood  donations.  This  study  demonstrated 
the  safety  of  elective  autologous  blood  dona- 
tions after  37  weeks  gestation  in  low  risk 
pregnancies. 

Our  study  found  no  increased  risk  of  induc- 
tion of  labor  secondary  to  blood  donation  in 
uncomplicated  pregnancy  after  37  weeks 
gestation.  Since  all  of  the  non-stress  tests  done 
after  blood  donation  were  normal  and  there 


TABLE  5 

CONTRACTION  PATTERNS  DURING  STUDY  PERIOD 


CONTRACTION  PATTERN  # OF  PATIENTS 

No  contractions  23 

Occasional,  rare  or  irregular  contractions  noted  before,  during  or  after 

blood  donations  19 

Regular  contractions  before,  during  and  after  blood  donation  9 

Occasional,  regular  or  irregular  contractions  that  resolved  or  decreased 

in  frequency  after  blood  donation  4 

Regular  contractions  that  developed  after  blood  donation  1 
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was  no  evidence  of  fetal  distress  noted  during 
donation,  external  monitoring  does  not  appear 
necessary  during  routine  donation.  It  is  impor- 
tant, however,  that  the  patient  be  appropriately 
positioned  as  described  above.  There  was  no 
increased  risk  of  anemia  in  those  patients  who 
underwent  blood  donation  whose  hematocrits 
exceeded  34%  whether  one  or  two  units  were 
donated. 

No  conclusions  can  be  drawn  in  reference  to 
the  efficacy  of  banking  autologous  blood  for 
elective  cesarean  section.  More  patients  re- 
ceived homologous  blood  transfusion  in  the 
study  group  than  the  control  group,  but  the 
criteria  for  transfusion  were  not  uniform.  Even 
though  there  was  a greater  reduction  in  the 
hematocrit  and  lower  hematocrits  in  the 
control  group  than  the  study  group  after 
delivery,  no  definite  conclusions  can  be  drawn, 
since  all  the  parameters  were  not  controlled. 
Since  all  the  patients  who  required  blood 


transfusions  needed  at  least  two  units  of 
blood,  patients  may  be  better  served  by 
donating  two  units  of  blood  rather  than  one. 
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THE  CLINICAL  USE  OF  AMITRIPTYLINE  IN  A 
FAMILY  PRACTICE  UNIT 


Stephen  R.  Goll,  M.D. 
Peter  Amadio,  Jr.,  M.D. 


INTRODUCTION 

Depression  is  one  of  the  more  common 
problems  that  clinicians  encounter.  Increasing 
public  awareness  of  the  depressive  syndrome 
and  its  associated  symptoms  have  led  more 
patients  to  seek  medical  attention  for  depres- 
sion. It  has  been  estimated  that  15  to  30%  of  all 
adults  experience  at  least  one  depressive 
episode  during  their  lifetime.  ^ Primary  care 
physicians  will  treat  more  of  these  patients 
than  psychiatrists;  70%  of  all  prescriptions  for 
psychotropic  medications  are  written  by 
non-psychiatrists. 2 

Current  approaches  to  the  management  of 
depressed  patients  often  employ  some  form  of 
drug  therapy.  The  most  commonly  used  agents 
are  the  tricyclic  antidepressants  (TCA). 
Imipramine  and  amitriptyline  are  the  most 
commonly  prescribed.  The  major  indication 
for  the  use  of  TCA  is  endogenous  depression. 
These  are  the  depressive  episodes  in  response 
to  situational  changes  which  have  occurred  in 
the  patient’s  life. 

It  has  been  well  established  in  the  literature 
that  the  standard  starting  dose  is  75  mg/day, 
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and  that  a dosage  of  150  mg/day  is  often 
needed  for  good  therapeutic  response.  Evidence 
in  the  literature  implies  that  only  a small 
percentage  of  patients  respond  at  dosage  levels 
below  75  mg/day  and  suggests  titration  up- 
ward to  300  mg/day.  Both  Ketai^  and 
Johnson®  have  shown  that  family  practition- 
ers commonly  initiate  therapy  at  dosages 
below  75  mg/day  and  often  fail  to  increase  the 
dosage  to  a level  of  150  mg/day,  even  in  the 
absence  of  positive  therapeutic  response.  The 
primary  reason  offered  to  explain  this  phenom- 
enon is  that  family  practitioners  are  apprehen- 
sive about  the  side  effects  of  the  medication. 

We  investigated  the  clinical  usage  of  a single 
tricyclic  antidepressant  in  a family  practice 
setting  to  determine  the  most  frequently  pre- 
scribed dosage  levels  and  to  evaluate  the 
therapeutic  success  at  various  dosage  levels. 
The  tricyclic  chosen  for  investigation  was 
amitriptyline  (Elavil,  Merck,  Sharp  and 
Dohme)  because  it  is  the  most  frequently 
prescribed  antidepressant  in  our  Family 
Practice  Unit.  Fifty-seven  percent  of  the 
patients  being  treated  for  depression  who  were 
seen  in  our  Family  Practice  Unit  during  the 
four  month  study  period  were  given  prescrip- 
tions for  amitriptyline.  Clinical  use  of  amitrip- 
tyline was  compared  to  the  established  guide- 

669 


Clinical  Use  of  Amitriptyline  in  a Family  Practice  Unit — Goll 


lines,  and  the  effectiveness  of  the  therapy  was 
assessed. 

METHODS 

A retrospective  study  was  undertaken  in 
which  the  charts  of  35  patients  who  had  been 
treated  with  amitriptyline  during  the  four 
month  period  were  reviewed.  Only  five  of  these 
patients  had  begun  the  drug  during  this  period. 
The  others  had  received  amitriptyline,  either 
continuously  or  sporadically,  some  for  as  long 
as  three  years. 

Each  patient’s  symptoms  of  depression  were 
evaluated  in  the  pre-treatment  stage  before 
any  drug  therapy,  and  in  the  post-treatment 
stage.  The  patient’s  pre-treatment  symptoms 
were  evaluated  according  to  the  parameters 
listed  in  Table  1.  Symptoms  were  noted  as 
present  only  if  recorded  on  the  patient’s  chart. 
If  a certain  class  of  symptoms  was  not 
addressed  in  the  chart,  or  if  the  patient  denied 
a particular  symptom,  it  was  scored  as  a 
negative  response.  Following  evaluation  of  the 
pre-treatment  criteria,  it  was  noted  whether 
the  diagnosis  of  depression  had  been  recorded 
in  the  problem  list.  The  starting  dosage  level  of 
amitriptyline  was  also  recorded.  Since  patients 
will  usually  respond  to  an  adequate  therapeutic 
dose  of  tricyclic  antidepressant  within  three  to 
four  weeks,  post-treatment  evaluation  was 
assessed  after  a minimum  of  28  days.  In 
patients  who  had  been  treated  for  an  extended 
period  of  time,  the  maintenance  dosage  was 
noted. 

The  scoring  system  used  in  this  study  was 
arbitrarily  developed  by  one  of  us  for  the 

Table  1 

SYMPTOMS  OF  DEPRESSION 
Major  Symptoms 

1.  Psychomotor  changes:  agitation  or 
retardation 

2.  Appetite  changes  or  weight  loss 

3.  Complaints  of  sleep  disorders:  insomnia  or 
early  morning  awakening 

4.  Complaints  of  depressed  mood:  sadness, 
guilt,  pessimism,  etc 

Minor  S ymptoms 

1.  Vague  somatic  complaints,  change  in  bowel 
habits 

2.  Complaints  of  fatigue,  decreased  energy, 
lack  of  enjoyment  in  life. 
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purpose  of  tabulating  results,  and  had  never 
been  used  previously.  The  four  major  symptom 
categories  were  valued  at  two  points  each,  the 
last  two  minor  symptoms  valued  at  one  point 
apiece.  The  first  four  symptom  categories  were 
weighted  because  they  are  more  often  charac- 
teristic of  true  endogenous  depression,^  while 
the  last  two  are  often  seen  in  reactive  depres- 
sions and  endogenous  depressions.  Symptoms 
were  scored  if  positive  and  given  no  points  if 
negative,  in  both  the  pre-  and  post-treatment 
stages.  Patients  could  then  achieve  a maxi- 
mum score  of  ten  points  in  the  pre-  and  post- 
treatment scoring.  A positive  therapeutic 
response  to  amitriptyline  therapy  was  defined 
by  a post-treatment  point  total  reduced  by  at 
least  50%  from  the  pre-treatment  score. 
RESULTS 

Based  on  the  point  totals  from  the  pre- 
treatment evaluation,  the  patients  were  divided 
into  three  groups  reflecting  their  degree  of 
depression.  Patients  who  scored  0-3  points 
were  classified  as  mild,  those  who  scored  4-7 
points  were  classified  as  moderate,  and  those 
who  scored  8-10  points  were  classified  as 
having  marked  depression.  Our  results  are 
summarized  in  Table  2.  Three  patients  of  the 
35  were  not  able  to  be  classified;  two  of  these 
patients  had  previously  received  treatment 
before  coming  to  our  F amily  Practice  Unit  and 
therefore,  it  was  impossible  to  evaluate  their 
pre-treatment  stage.  The  third  patient  had 
been  previously  treated  with  reserpine,  an 
antihypertensive  medication  which  can  induce 
depression. 

Seven  patients  were  classified  in  the  mild 
group.  Their  most  common  complaints  were 
lack  of  energy  and  fatigue  (four  of  seven)  and 
various  somatic  complaints  not  related  to  any 
other  pre-existing  medical  condition  (four  of 
seven).  Two  patients  complained  of  insomnia 
without  early  morning  awakening;  one  of  the 
three  came  to  the  physician  requesting  a 
sleeping  pill.  One  patient  complained  of 
decreased  appetite.  Only  one  patient  actually 
complained  of  feeling  depressed,  while  another 
specifically  denied  feeling  depressed.  Coinci- 
dentally, this  patient  was  also  taking  re- 
serpine, but  rather  than  switching  medication, 
the  patient  was  begun  on  50  mg/day  of 
amitriptyline  in  addition  to  his  reserpine.  Two 
of  the  patients  identified  an  unstable  family 
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TABLE  2 

CLINICAL  RESPONSE  TO  AMITRIPTYLINE 


Mild  Depression 
(0-3  points) 

Moderate  Depression 
(4-7  points) 

Marked  Depression 
(8-10  points) 

Overall  Summary 


% total 
patients 
classified 

22%  (7/32) 
53%  (17/32) 
25%  (8/32) 
91  % (32/35)* 


% started 
at  doses  of 
75  mg/day 
or  greater 


% not 
followed 
after 
initiation 
of  therapy 


% of  those 
followed 
showing 
positive 
response 
to  therapy 


% of  those 
responding 
who  were 
on  doses 
less  than 
75  mg/day 


0 

18%  (3/17) 
25%  (2/8) 
16%  (5/32) 


55%  (4/7) 
18%  (3/17) 
37.5%  (3/8) 
31  % (10/36) 


67%  (2/3) 
71%  (10/14) 
60%  (3/5) 
69%  (16/22) 


100%  (2/2) 
70%  (7/10) 
66%  (2/3) 
73%(11/16) 


*Three  out  of  the  thirty-five  patients  could  not  be  classified,  as  previously  explained. 


situation  as  the  cause  of  their  depression.  They 
were  started  on  amitriptyline  without  ever 
having  had  the  diagnosis  of  depression  entered 
on  their  charts.  None  of  the  patients  were 
prescribed  a dose  of  amitriptyline  higher  than 
50  mg/day. 

Only  three  of  the  seven  patients  were 
followed  up  for  depression  at  subsequent  visits. 
Of  these,  two  showed  a documented  positive 
response  to  treatment  according  to  the  criteria 
established  previously.  One  received  25 
mg/day  and  the  other  50  mg/day  of  amitrip- 
tyline, both  well  below  the  minimal  75  mg/day 
dose  recommended  in  the  literature. 

It  is  interesting  to  note  that  55%  of  the 
patients  in  this  group  were  never  followed 
after  treatment  began.  This  represented  the 
highest  percentage  of  “not  followed”  patients 
in  any  of  the  three  groups. 

The  largest  group  of  17  patients  were  classi- 
fied in  the  moderate  depression  group.  These 
patients  not  only  complained  of  lack  of  energy 
and  fatigue,  but  also  of  one  or  two  of  the  classic 
symptoms  of  endogenous  depression.  No  evi- 
dence of  any  drug  interactions  which  could 
cause  depression  were  found.  While  one  patient 
denied  feeling  depressed,  88%  complained  of  a 
depressed  emotional  state.  Five  patients  identi- 
fied family  or  living  problems  as  the  cause, 
and  three  of  these  were  diagnosed  as  “reactive 
depression.”  Three  of  the  17  (18%),  were  not 
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evaluated  after  initiation  of  drug  therapy.  Of 
these  17  patients,  71%  responded  favorably  to 
amitriptyline;  four  patients  failed  to  respond 
favorably  to  a significant  degree.  Only  three 
patients  in  this  group  were  begun  on  a dose  of 
75  mg/day  or  greater.  One  patient  received  150 
mg/day,  but  this  patient’s  progress  was  never 
documented  further  in  the  chart!  The  other  two 
were  begun  on  75  mg/day.  Of  those  who 
responded,  30%  received  75  mg/day,  and  40% 
were  taking  the  25  mg/day  dose  on  which  they 
were  started.  Only  25%  of  the  patients  who 
failed  to  respond  were  receiving  more  than  75 
mg/day.  Overall,  14  of  the  17  patients  in  this 
group  were  begun  on  less  than  75  mg/day  and 
only  four  of  the  14  failed  to  respond,  while 
seven  patients  did  respond  to  this  “sub- 
therapeutic  dose.” 

The  third,  marked  depressed  group,  con- 
tained eight  patients.  They  complained  of 
almost  every  symptom  of  depression  listed  in 
the  pre-treatment  criteria.  Of  these,  38%  were 
never  followed  after  drug  therapy  was  insti- 
tuted, a high  percentage,  considering  these 
patients  were  the  most  seriously  depressed. 
Two  patients  identified  social  problems  as  the 
cause  of  their  depression,  while  one  was 
severely  depressed  over  her  chronic  state  of 
poor  health. 

Seventy-five  percent  of  the  patients  in  the 
marked  depressed  group  were  begun  on  a dose 
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of  25  mg/day.  Three  patients  were  not  eval- 
uated in  the  follow-up  period;  of  the  remaining 
five,  all  had  their  amitriptyline  eventually 
increased  to  50  mg/day  or  more.  Two  patients 
responded  to  50  mg/day,  while  one  patient 
required  150  mg/day  for  a positive  therapeutic 
response.  Two  patients  failed  to  respond  at  all, 
one  even  at  a dose  of  150  mg/day. 

Overall,  of  the  32  patients  who  fit  into  our 
classification  scheme,  84%  were  begun  on  a 
dose  of  75  mg/day.  Ten  patients  (31%)  had  no 
follow-up  notes  to  evaluate  the  effects  of 
amitriptyline  therapy.  All  ten  of  these  patients 
returned  to  the  Family  Practice  Unit  for  other 
medical  problems,  but  no  note  was  made  of 
their  depression.  Of  the  remaining  22,  69% 
showed  a positive  therapeutic  response.  Eleven 
patients  responded  to  a dose  lower  than  75 
mg/ day,  while  only  two  patients  (14%)  required 
the  recommended  usual  therapeutic  dosage  of 
150  mg/day. 

DISCUSSION 

The  recent  literature  on  depression  recom- 
mends a starting  dose  of  75  mg/day  of  a 
tricyclic  antidepressant,  with  subsequent  in- 
creases of  25  mg/day  until  a therapeutic 
response  is  seen.  The  usual  therapeutic  dose 
recommended  in  the  majority  of  previous 
studies  has  been  150  mg/day.  Due  to  potential 
side  effects  of  the  tricyclics,  the  recommended 
starting  dose  for  elderly  patients  is  50  mg/ day, 
with  a recommended  therapeutic  dosage  of  100 
mg/day.  In  this  study,  only  16%  of  the  patients 
were  begun  with  doses  of  75  mg/day  or  greater. 
The  majority  (72%)  were  started  on  a dose  of  24 
mg/day  or  less.  One  might  assume  that  this 
high  percentage  confirms  the  conclusions  of 
Johnson,  who  cites  the  conservative  prescrib- 
ing practices  of  general  practitioners.®  He 
attributes  the  lower  percentage  of  successfully 
treated  depression  in  general  practice  which 
he  found  in  his  study  to  the  low  initial  starting 
dose  and,  subsequently,  low  final  dosages.  If 
so,  one  should  then  expect  a similarly  low 
percentage  of  therapeutic  success  in  our  study. 
However,  our  results  showed  quite  the  opposite. 
Overall,  69%  of  the  32  patients  classified 
showed  a positive  therapeutic  response  to 
amitriptyline  therapy.  Of  these  successful 
responses,  73%  were  at  a final  therapeutic  dose 
of  less  than  75  mg/day,  the  starting  dose 
recommended  in  the  literature. 
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By  breaking  the  patient  pool  down  into  three 
groups  according  to  the  severity  of  depression, 
we  found  a similarly  high  percentage  of 
positive  therapeutic  responses  at  doses  below 
75  mg/day  in  each  of  the  three  groups. 
Although  the  percentages  of  positive  thera- 
peutic responses  at  doses  below  75  mg/day 
decreased  in  proportion  to  the  severity  of  the 
depression,  66%  of  the  patients  in  the  marked 
depressed  group  still  responded  positively  to 
these  lower  dosages. 

Several  explanations  can  be  offered  for  the 
apparent  discrepancy  between  the  clinical  use 
of  amitriptyline  in  this  study  and  the  published 
recommendations.  In  our  review  of  the  litera- 
ture, it  became  apparent  that  the  recommended 
dosage  guidelines  had  been  established  based 
on  clinical  trials  with  psychiatric  patients,  not 
family  practice  unit  patients.  Although  depres- 
sion treated  by  family  practitioners  is  far  firom 
trivial,®  nevertheless,  one  must  assume  that 
the  depression  treated  by  psychiatrists  is  more 
severe,  with  a higher  percentage  of 
psychotically  depressed  patients.  This  would 
be  especially  true  at  a large  university  medical 
center,  where  referrals  to  a large  psychiatry 
department  are  available  for  the  treatment  of 
severe  depression.  Additional  studies  need  to 
be  done  in  which  dosage  schedules  for  anti- 
depressant drugs  are  established  based  on 
surveys  of  generalists’  prescribing  habits  for 
depression,  and  correlated  with  the  degree  of 
severity  of  the  depression  and  the  percentage 
of  positive  therapeutic  response.  Researchers 
have  agreed  that  depression  manifests  itself 
on  a continuum  from  mild  to  severe.  Likewise, 
patient  response  to  medication  can  be  placed 
on  a similar  continuum,  from  complete  re- 
sponse at  low  dose  to  no  response  at  high  dose. 

The  high  percentage  of  patients  in  our  study 
(31%)  who  were  not  followed  after  initiation  of 
drug  therapy  made  it  impossible  to  accurately 
evaluate  the  therapeutic  success  of  amitrip- 
tyline in  this  study.  Although  every  patient 
returned  for  subsequent  medical  evaluation 
for  other  problems,  no  note  appeared  on  the 
chart  concerning  the  result  of  treatment  for 
depression.  One  cannot  tell  whether  the  patient 
failed  to  respond  to  amitriptyline  and  was 
withdrawn  from  the  drug,  or  if  a successful 
therapeutic  response  was  simply  observed  and 
not  recorded.  One  would  assume  that  the  lack 
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of  additional  progress  notes  on  the  chart 
implies  a successful  response  to  the  original 
dose.  Nevertheless,  since  no  positive  documen- 
tation appeared,  these  patients  were  excluded 
from  the  post-treatment  scoring.  Had  we  been 
able  to  include  these  patients,  the  results  may 
have  been  significantly  altered  in  either  direc- 
tion. Further  studies  with  a larger  group  are 
indicated. 

In  prescribing  antidepressant  medication, 
the  placebo  effect  cannot  be  ignored.  Perhaps 
the  literature  is  correct  in  implying  that  doses 
below  75  mg/day  are  not  pharmacologically 
effective,  and  therefore,  any  effect  observed  at 
lower  dosages  is  due  to  placebo  effect  of  the 
medication.  Although  this  is  possible,  it  is 
difficult  to  imagine  that  more  than  50%  of  the 
patients  in  this  study  would  have  resolved 
their  depression  if  they  had  been  treated  with 
strictly  placebo  medication.  Despite  current 
recommendations,  the  results  of  this  study  call 
into  question  the  need  for  dosages  of  75  mg/day 
and  above  in  all  depressed  patients.  In  future 
studies,  investigators  may  want  to  incorporate 
a control  group  treated  with  placebos  in 
addition  to  the  experimental  group  treated 
with  various  dosages  of  amitriptyline,  and 
then  compare  the  rate  of  therapeutic  success. 

Several  years  ago,  KetaP  administered  a 
questionnaire  dealing  with  the  treatment  of 
depression  to  227  family  practitioners,  and 
compared  their  responses  to  those  of  17 
university-trained,  board  certified  psychia- 
trists, whose  answers  were  considered  to  be  the 
correct,  authoritative  responses.  We  adminis- 
tered this  same  questionnaire  to  faculty 
members  and  residents  at  our  F amily  Practice 
Unit.  There  was  a fairly  high  concordance  rate 
between  our  group  and  the  family  practitioners 
in  the  original  study.  In  both  the  original  study 
group  and  our  group,  only  25%  selected  the 
“proper”  starting  dose  of  75  mg/day,  the 
majority  in  both  groups  opting  for  the  lower 
starting  dose  of  25  mg/day.  If  the  family 
practitioners  in  the  original  study  group 
enjoyed  as  high  a percentage  of  success  as  did 
our  physicians,  perhaps  25  mg/day  is  a valid 
starting  dose  in  the  family  practice  setting. 
Johnson  concluded  that  family  practitioners 
fail  to  prescribe  at  the  higher  “therapeutic” 
doses  primarily  because  of  fear  of  the  side 
effects.® 

Del  Med  Jrl,  October  1987— Vol..59,  No.  10 


As  always,  a complete  history  is  required 
before  the  patient  is  begun  on  amitriptyline.  In 
this  study,  we  saw  two  examples  where  an 
incomplete  history  led  to  premature  therapy 
with  amitriptyline  in  an  attempt  to  resolve 
depression.  These  instances  involved  two 
patients  who  were  taking  reserpine  at  the  time 
amitriptyline  therapy  was  instituted.  Though 
these  two  cases  are  isolated  examples,  they 
emphasize  the  need  for  a complete  history 
before  the  diagnosis  of  depression  is  made. 

This  study  demonstrates  that  in  our  F amily 
Practice  Unit,  physicians  met  with  a high 
percentage  of  therapeutic  success  at  doses  of 
tricyclics  which  have  been  labeled  in  the 
literature  as  sub-therapeutic.  It  must  be  taken 
into  consideration  that  these  results  reflect 
only  the  experience  with  32  patients  at  one 
particular  Family  Practice  Unit.  More  ex- 
tensive studies  need  to  be  undertaken  to 
confirm  or  disprove  this  data.  Were  this  pattern 
of  dose-response  relationship  to  hold  true  for  a 
larger  number  of  patients,  the  recommended 
treatment  would  be  further  refined. 
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Editorials 


FUTURE  PRACTICE  ALTERNATIVES:  GOOD  OR  BAD? 


In  his  preface  to  Future  Practice  Alternatives 
in  Medicine,^  David  Nash,  a young  internist, 
contends  “that  the  medical  school  advisory 
system  (and  much  of  the  information  provided 
to  physicians  at  each  step  along  their  career 
paths)  is  woefully  inadequate  in  light  of  the 
rapid  changes  in  health  care  delivery.  Most 
physicians  are  ill-prepared  for  a world  in 
which  they  must  commit  themselves  within 
the  health  care  system.  The  socialization 
process  of  becoming  a physician  stresses 
autonomy  and  independence,  leading  to  a 
world  view  that  is  poorly  suited  to  a corporate 
culture...”  It  is  Nash’s  hope  that  his  book  “will 
enlighten  and  challenge  physicians  to  re- 
examine their  world  view  in  light  of  the 
corporatization  of  care,  increased  competition 
in  the  marketplace  and  other  forces  that  are 
acting  inexorably  to  change  forever  the  way 
medicine  has  been  practiced.  Ideally,  phy- 
sicians can  be  viewed  as  agents  of  positive 
social  change,  as  educators  and  as  ‘wellness’ 
promoters.  This  book  will  help  them  reassert 
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their  primacy  in  these  important  societal 
roles.” 

Dr.  Nash  writes  in  this  optimistic  fashion 
despite  his  clear  awareness  of  the  new  truths: 
the  surplus  of  physicians  which  he  suggests 
may  be  even  greater  than  the  GMENAC 
prediction,  particularly  if  one  considers  the 
many  changes  in  hitherto  traditional  practice 
patterns,  etc.  The  book,  written  by  Nash  and 
16  other  contributors,  is  divided  into  three 
sections:  Social  Concerns,  Emerging  Career 
Trends,  and  Future  Directions.  In  the  first 
section  items  such  as  the  increased  role  of 
women  in  medicine,  reform  in  undergraduate 
medical  education  and  doctors’  unions  are 
discussed. 

In  the  second  section,  geriatrics,  occupa- 
tional medicine,  the  physician  executive,  and 
the  future  of  primary  care  (a  bit  “iffy”  as  I read 
it)  are  among  ten  topics  covered.  The  chapter 
on  health  maintenance  organizations,  co- 
written by  editor  Nash,  is  subtitled  “A  new 
development,  or  the  emperor’s  old  clothes?” 
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The  authors  conclude  that  their  portrayal  of 
the  future  under  managed  health  care  is  not 
bleak;  I am  not  so  sure. 

The  chapter  on  computers  and  medical 
practice  in  the  third  section  considers  the 
liaison  “an  auspicious  union.”  I regularly  find, 
these  days,  that  a physician’s  experience  with 
and  fondness  for  computers  is  almost  as 
reliable  an  age  test  as  is  the  year  in  which  s/he 
graduated  medical  school. 

While  Dr.  Nash,  who  also  holds  an  MBA  in 
health  administration  from  the  Wharton 
School,  is  not  downhearted  about  the  future  of 
medicine  for  physicians  or  for  patients  in  the 
United  States  during  the  next  decades,  many 
of  our  colleagues  are  not  so  sanguine.  Is  it  their 
age,  or  because  they  have,  as  he  has  not, 
practiced  under  a different  system?  I recom- 
mend his  book  to  those  who  wonder  whether 
physicians  can  possibly  enjoy  their  careers  in 
the  future  the  way  we  all  did  in  “the  good  old 
days”  and  to  those  who  have  now  become 
hesitant  to  recommend  that  their  sons  and 
daughters  choose  medicine  as  a career. 
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Nash  and  his  collection  of  mostly  quite 
young  contributors  (he  has  told  me  he  could 
not  find  many  essayists  over  40  with  appro- 
priate attitudes  to  serve  as  coauthors)  have 
seen  the  future  and  consider  it  not  too  bad. 

Bernadine  Z.  Paulshock,  M.D. 

REFERENCE 

1.  Nash  D.  Alternatives  in  Medicine.  New  York:  Igaku-Shoin,  1987.  $19.95. 

PEDIATRICS  IS  PREVENTION 

Pediatrics  is  prevention.  Keep  them  well, 
don’t  let  them  get  sick.  A simple  concept,  but 
how  often  is  it  done  in  medicine? 

After  surveying  other  specialties.  I’ll  make 
some  generalizations:  Internists  see  you  when 
your  parts  are  going  bad.  Surgeons  see  you 
when  your  parts  are  bad.  Pathologists  see  you 
when  they’re  gone.  This  may  be  the  way  of  all 
flesh  and  the  rest  of  medicine,  but  it’s  foreign 
to  me.  You  see.  I’m  not  just  used  to  seeing 
people  yearly,  but  at  times  monthly  or  weekly. 
As  physicians,  we’re  all  taught  to  react  to 
disease.  As  pediatricians,  we’re  also  supposed 
to  anticipate  it. 

Even  the  HMO/IPA  contingent  see  it  my 
way.  In  fact,  they  pronounce  it  a tenet  of  their 
faith  to  provide  preventive  care,  but  I’ll  wager 
that  only  the  pediatricians  in  their  ranks 
really  do  it. 

It’s  astounding  with  the  health  conscious- 
ness of  our  society  today  that  we  don’t  do  more, 
and  for  that  matter  that  the  public  doesn’t 
demand  more.  It  seems  to  demand  perfection 
in  everything  else  we  do.  And  yet  a recent 
JAMA  article  pointed  out  that  only  a small 
percentage  of  physicians  counsel  their  patients 
about  the  adverse  effects  of  smoking  and 
alcohol. 

I spend  most  of  my  days  discussing  the  pros 
and  cons  of  various  immunizations  that  Phil 
Donahue  has  lambasted,  spouting  geysers  of 
anticipatory  guidance  for  those  budding  Phil 
Donahues,  and  getting  up  on  my  soap  box  as  I 
plead  with  adolescents  to  beware  of  the  traps 
of  sex,  drugs,  and  rock  'n’  roll,  or  they  may 
themselves  become  a subject  on  the  Phil 
Donahue  show. 

Of  course,  it’s  easy  for  me  to  congratulate 
myself  on  a job  well  done.  But  how  much  does 
all  my  hot  air  accomplish?  Well,  a few  parents 
have  stopped  poisoning  their  kids’  lungs  with 
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smoke,  a few  others  have  gotten  more  sleep  at 
night,  some  have  had  less  aggravation  during 
the  day,  and  even  a kid  or  two  has  come  out  a 
healthier,  happier  child. 

Talk  is  cheap;  office  visits  are  expensive.  I 
guess  that’s  why  I spend  so  much  time  on  the 
phone.  Often  I wonder  if  it’s  really  worth  it. 
But  the  bottom  line  is  that  this  kind  of 
discussion  is  vital  to  the  well-being  of  the  kids 
as  well  as  the  entire  family.  Parents  often 
need  to  learn  about  parenting,  adults  usually 
need  to  know  about  living,  but  the  wonderful 
thing  about  kids  is  that  they  rarely  need  to 
know  about  “kidding.”  If  we  nurture  them 
appropriately,  they  usually  blossom  just  fine. 
It’s  the  parents  and  adults  I worry  about 
most.  The  kids  usually  survive  in  spite  of  us. 

But  when  does  this  process  begin?  In  the 
beginning,  of  course.  But  now  I’ve  stumbled 
onto  a question  that  has  stumped  theologians 
for  centuries  and  politicians  for  decades:  when 
does  life  begin?  They  should  have  asked  a 
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FAMILY  PRACTICE  CENTER,  DOVER,  DE 

The  Family  Practice  Center  of  Dover,  DE*  is  seeking  an  additional  Board  Certified 
Family  Practitioner  to  complete  its  anticipated  1987-1988  staffing  needs. 

F.P.C.  is  an  outstanding  career  opportunity;  featuring: 

• Strong,  professional  environment 

• Competitive  salary 

• Full  benefits  [including  401(k)] 

• Ideal  area  for  work,  family  and  recreation 

• Paid  malpractice  insurance 

• Coverage  for  vacation  and  days  off 

• Predictable  working  hours 

• Paid  continuing  education 

Interested  parties  are  invited  to  send  C.V.  to: 

Stephen  R.  Permut,  M.D. 

Medical  Director,  BCBS  of  DE 
P.O.  Box  8792 
Wilmington,  DE  19899 

*F.P.C.  is  a component  of  Total  Health,  Inc.  — a division  of  Blue  Cross  Blue  Shield  of  Delaware,  Inc. 


pediatrician.  Life  begins  when  there  is  parental 
awareness.  Life  begins  when  that  first  home 
pregnancy  test  turns  colors,  or  that  queasy 
feeling  in  a mother’s  stomach  turns  on  light 
bulbs  in  her  head,  or  an  anxious  couple  realizes 
that  her  period  isn’t  just  a little  bit  late. 
Whatever  sign,  simple  or  complex,  whatever 
clue  triggers  that  growing  awareness  of  that 
subtle  but  miraculous  presence,  that’s  when 
life  begins.  It  is  then  that  mothers  and  fathers 
begin  to  experience  the  joys,  the  terrors,  the 
anticipation,  and  the  apprehension  of  the  new 
life  growing.  And  it’s  then  that  anticipatory 
guidance  and  nurturing  begin,  and  continue 
until  our  friends  the  pathologists  examine 
those  parts  gone  bad. 

We  pediatricians  account  for  only  a small 
part  of  the  action,  but  we  spend  a tremendous 
amount  of  our  allotted  time  teaching  and 
counseling.  We  might  even  do  better  if  we 
listened  a little  bit  more? 

“How  should  I feed  her?”  “How  should  I 
dress  him?”  “How  should  I stimulate  and 
teach?”  And  even,  “How  should  or  can  we  love 
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them?”  We,  as  physicians,  should  be  providing 
guidance,  not  necessarily  answers.  But  we 
must  do  it  with  flexibility,  tact,  and  common 
sense.  Above  all,  we  must  do  it  with  compas- 
sion and  understanding,  which  is  not  always 
easy,  especially  on  busy  Mondays  after  being 
on  call  all  weekend,  because  we,  after  all,  are 
only  human,  too. 

It  is  said,  “Do  no  harm.”  Yes,  but  do 
something! 

Neal  B.  Cohn,  M.D. 

MAXIMIZING  THE  COST-EFFECTIVENESS 
OF  PREVENTIVE  MEDICINE 

The  old  adage,  “an  ounce  of  prevention  is 
worth  a pound  of  cure,”  has  no  better  applica- 
tion than  in  the  field  of  preventive  medicine. 
Prevention  of  illness  is  desirable  in  terms  of 
avoiding  both  human  suffering  and  financial 
outlay,  yet  the  concept  of  prevention  has  been 
emphasized  only  recently  in  medical  history. 
Prior  to  this  period,  mankind  seemed  hope- 
lessly destined  to  be  assaulted  by  illness  or 
injury  in  a never-ending  cycle  of  episodic  crisis 
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and  recovery,  with  few  preventive  efforts 
undertaken. 

One  of  the  great  hallmarks  of  preventive 
medicine  has  been  the  development  of  vaccines 
to  wipe  out  the  infectious  childhood  diseases. 
As  these  products  were  developed  and  put  into 
use,  the  incidence  of  diphtheria,  tetanus, 
pertussis,  measles,  mumps,  rubella,  and  polio 
sharply  declined.  Today,  the  occurrence  of 
these  diseases  is  a relatively  rare  event,  and 
there  are  physicians  in  practice  who  have 
never  seen  cases  of  these  diseases.  This  is  a 
testament  not  only  to  the  efficacy  of  these 
products,  but  also  to  their  general  acceptance 
and  use.  For  example,  the  annual  incidence  of 
measles  in  the  pre-vaccine  era  in  the  United 
States  was  approximately  500,000,  as  com- 
pared to  the  5,974  cases  reported  for  1986.  The 
cost  savings  ratio  for  measles  vaccine  has 
been  calculated  at  1:11;  for  every  dollar  spent, 
$11  are  saved.  While  cost  savings  for  the  other 
vaccines  has  not  been  meticulously  extra- 
polated, it  is  evident  that  the  preventive 
procedures  are  less  than  therapy  for  the 
diseases  and  their  possible  sequelae.  Even 
considering  the  rare  occurrence  of  allergy  or 
reaction  to  a vaccine,  in  the  population  as  a 
whole,  the  cost  of  immunization  is  less  than 
that  of  disease. 

Given  the  above,  it  seems  prudent  from  both 
a medical  and  an  economic  standpoint  to 
maximize  savings.  This  can  most  effectively 
be  done  by  ensuring  the  completion  of  the 
recommended  schedule  of  childhood  vaccines 
at  the  earliest  recommended  age,  thereby 


protecting  the  child  as  soon  as  possible  and 
allowing  only  the  narrowest  opportunity  for 
exposure  to  disease. 

Delaware’s  principal  goal  regarding  infant 
immunization  is  to  immunize  90%  of  children 
by  24  months  of  age.  Currently,  the  state 
considers  three  or  more  doses  of  DPT  and 
polio,  plus  measles,  mumps  and  rubella 
vaccine,  given  after  15  months,  to  be  adequate. 
Our  progress  in  this  area,  based  on  data  from 
both  private  physicians’  offices  and  public 
clinics,  is  that  we  are  now  at  65%.  But  if  the 
fourth  dose  of  DPT  is  considered,  this  percent- 
age drops  to  43%.  Given  the  obvious  benefits  of 
adequate  immunization  and  the  current  level 
of  adequate  immunization  at  24  months  of  age, 
there  is  still  an  excellent  opportunity  to  max- 
imize the  benefits  of  adequate  immunization, 
and  have  a positive  effect  on  the  cost  effective- 
ness of  preventive  medicine.  As  the  goal  of  90% 
is  approached,  the  preschool  population  will  be 
more  insulated  against  preventable  childhood 
diseases,  and  the  end  result  should  be  far  less 
money  expended  on  illness.  As  even  higher 
levels  of  immunization  are  attained,  those 
unable  to  be  immunized  by  virtue  of  their 
medical  condition  will  also  benefit,  as  they  will 
have  less  opportunity  to  encounter  a non- 
immunized  child,  and  thus  less  likely  to 
encounter  vaccine-preventable  disease. 

We  look  forward  to  the  day  when  student 
physicians  will  learn  about  measles,  mumps, 
and  rubella  even  as  they  do  about  diphtheria 
and  smallpox — from  books  only. 

John  A.J.  Forest,  Jr.,  M.D. 


HOME  HEALTH  CARE  CENTER 


• wheel  chairs 

• WALKING  AIDS 
•TENS  UNITS 

• BATHROOM 
SAFETY  AIDS 


• SURGICAL  SUPPORTS 

• orthopedic  braces 

• SPORT  SUPPORTS 

• ELASTIC  STOCKINGS 

• TRUSSES 


SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SALES 

RENTALS 

SERVICE 


608  NO  UNION  STREET 

vV  I L M DE  L 
PHONE  652-0300 
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SICIANS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained 
as  well  as  low  cost  life  insurance. 
One  weekend  a month  plus  two 
weeks  a year  or  less  can  bring 
you  pride  and  satisfaction  in 
serving  your  country. 


Call  Collect:  (703)  325-7406 
TSGT  Borders 

Or  Fill  Out  Coupon  and  Mail  Today! 

Name 

Address 

City 

Phone 


To:  TSGT  Johnson 
Air  Force  Reserve  Recruiting  Office 
OL  AT  13  USASCH,  DET-2/SG 
Langley  AFB,  VA  23665-5300 


State 


Medical  Specialty 


Zip 

Prior  Service?  Yes  _ 
Date  of  Birth  _ 


No 


AIR  FORCE  RESERVE 


A GREAT  V\AY  TO  SERVE 


1058 


In  Black  and  White 


Dennis  R.  Witmer,  M.D.  Photographic  Editor 


Birth  of  the  Virgin,  hy  Albrecht  Durer,  circa  1503-1504. 

— Reprinted  with  permission  from  the  Philadelphia  Museum  of  Art. 

Doctors:  Taken  any  good  pictures  lately?  We’re  always  interested  in  pictures  by  or 
about  physicians  or  medicine  for  use  in  the  Delaware  Medical  Journal.  Send  your 
offerings  directly  to  the  Journal  office,  1925  Lovering  Avenue,  Wilmington,  Delaware 
19806,  or  call  Dr.  Dennis  Witmer  at  429-8991. 
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MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 


SALE  OR  LEASE 

2323 

Pennsylvania  Avenue 
Wilmington,  Delaware 

Prime  ground  floor,  medical 
location  in  established  four- 
level,  with  elevator,  building. 
88  parking  spaces  - 2,000+  sq. 
ft.  Ideal  for  one  or  two 
physician  office.  Centraliy 
located  to  all  Wilmington 
hospitals.  Access  to  1-95. 
100%  owner-occupied. 
Available  July  1, 1987.  Call 

655-4510 


Dx:  recurrent 

-ift 


fat. 


herpes  labialis 

“HERPECfN*L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECiN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 


“HERPECIN-Lf . . . a conservative  approach 
with  iovsf  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


MeRpecin-L® 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Delaware  HERPECIN-L  is  available  at  all  Edgehill,  Gray-Drug  Fair, 
Happy  Harry’s,  RiteAid  and  Thrift  and  other  select  pharmacies. 
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A VOTE  FOR  UNIFICATION  WITH  AMA 

Last  November,  the  House  of  Delegates  of 
the  Medical  Society  of  Delaware  had  the  good 
judgment  to  vote  for  mandatory  unified 
membership,  expressly  meaning  that  all 
members  of  the  Medical  Society  of  Delaware 
must  also  be  members  of  the  AMA.  Now, 
because  some  physicians  have  chosen  to  drop 
their  membership  in  the  state  society  rather 
than  join  the  AMA,  there  has  been  an  outcry. 
Some  members  are  demanding  that  the 
Medical  Society  of  Delaware  should  deunify . I 
expect  the  issue  may  become  the  hot  topic  at 
the  Annual  Meeting  in  November. 

Those  who  took  the  time  to  read  the  Pres- 
ident’s Page  in  the  Delaware  Medical  Journal, 
when  I held  that  office,  already  know  that  I am 
a staunch  supporter  of  the  AMA.  I am  also  a 
strong  supporter  of  unified  membership.  As  a 
current  delegate  to  the  AMA  from  Delaware, 
my  loyalty  to  the  AMA  has  only  grown 
stronger. 

Do  not  assume  that  I think  the  AMA  makes 
no  mistakes  or  that  I am  always  in  agreement 
with  their  policies.  I probably  have  just  as 
many  grievances  with  the  organization  as 
anyone.  However,  I believe  that  the  AMA  is 
the  only  organization  that  can  represent  all 
the  physicians  in  this  country,  regardless  of 
specialty,  educational  background,  or  regional 
differences.  I further  believe  that,  unless  the 
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medical  profession  unifies  and  works  together 
toward  common  goals  that  best  serve  the 
majority,  we  might  as  well  say  good-bye  to  the 
successful  medical  care  system  we  have  en- 
joyed for  decades. 

I constantly  hear  physicians  complain  that 
the  AMA  has  not  done  enough  for  them  as 
individuals.  The  ones  who  cry  the  loudest  are 
those  who  have  never  participated  in  organized 
medicine  and  often  are  the  ones  who  do  not 
belong  to  the  AMA.  As  far  as  I am  concerned, 
those  who  are  not  active  in  the  process  can 
never  expect  to  effect  change,  and  they  have  no 
right  to  complain. 

I have  also  heard  physicians  complain  about 
the  AMA  in  spite  of  their  continued  member- 
ship. Of  course!  Where  is  the  individual 
member  who  has  not  at  times  been  at  odds 
with  the  policies  of  any  organization  to  which 
he  or  she  belongs?  Are  we  blind  enough  to 
believe  that  the  Board  or  the  officers  of  the 
Medical  Society  of  Delaware  always  satisfies 
every  member  of  the  Society?  Of  course  not! 
Moreover,  it  only  stands  to  reason  that  the 
larger  the  organization,  the  greater  the 
problem,  and  the  more  diverse  the  opinions  of 
the  members. 

Yet  I have  not  ceased  to  be  inspired  by  the 
democratic  operation  of  the  AMA.  Those  who 
have  not  experienced  the  AMA  House  of 
Delegates  meeting  should  try  to  fit  one  in  their 
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schedule.  The  politics  of  the  AMA  are  not 
unlike  those  of  the  Medical  Society  of  Delaware, 
and  the  Board  controls  the  day-to-day  oper- 
ations. Yet  several  times  I have  seen  the 
recommendations  of  the  Board  of  the  AMA 
being  overturned  by  the  House  of  Delegates. 
Truly,  the  majority  rules  when  delegates  come 
to  the  AMA,  elected  by  their  peers  and  influ- 
enced by  their  constituents  at  home. 

To  those  who  would  still  say,  “What  has  the 
AMA  done  for  me?”,  let  me  answer  with  a few 
questions  in  return.  Do  we  now  have  man- 
datory assignment  of  Medicare  benefits?  Have 
the  Congressional  committees  to  which  the 
matter  was  assigned  recommended  DRG  pay- 
ments for  RAPs?  Do  we  still  have  a Medicare 
freeze  of  physician  payments? 

If  anyone  thinks  that  the  Medical  Society  of 
Delaware  could  have  had  an  impact  on  any  of 
the  above  issues  without  the  cooperation  of 
societies  all  over  the  country  and  without  the 
coordination  and  lobbying  of  the  AMA,  then 
they  are  mistaken. 

To  those  who  would  say  that  my  words  are 
just  the  romantic  ramblings  of  a Cuban  refugee 


who  is  still  starstruck  with  any  semblance  of 
the  democratic  workings  of  this  country,  let  me 
assure  you  that  my  reason  for  supporting 
unification  is  far  from  mundane.  In  fact,  my 
reason  for  continued  unification  is  plain  and 
simple  greed.  I am  sick  and  tired  of  some  of  us 
paying  the  bucks  that  support  the  work  of  the 
AMA  so  that  all  of  us,  members  or  not,  profit 
from  that  work. 

To  those  who  are  concerned  because  the 
Medical  Society  of  Delaware  lost  the  revenues 
of  some  paying  members  due  to  unification,  I 
can  only  say  that  we  were  a viable  and 
effective  organization  when  our  membership 
was  much  smaller,  and  we  can  continue  to  be 
in  the  future.  In  the  meantime,  it  is  up  to  those 
of  us  who  have  always  cared  and  worked  for 
the  good  of  the  profession,  the  Society,  and  the 
public,  to  pull  wandering  sheep  back  into  the 
fold  so  we  can  get  on  with  our  goals  and 
objectives  to  promote  the  science  and  art  of 
medicine  and  to  strive  to  enhance  the  better- 
ment of  the  public  health. 

Daniel  A.  Alvarez,  M.D. 

Delegate  to  the  AMA 


PIERRE  CARDIN 
PALM  BEACH 
OSCAR  DE  LA  RENTA 
BOTANY  500 
HENRY  GRETHEL 
HARDY  AMIES 
ALLYN  ST.  GEORGE 
JOHN  WEITZ 
JOHN  HENRY 
ADOLPHO 
RON  CHERESKIN 
GIANFRANCO  RUFFINI 
GINO  PAOLI 
MEMBERS  ONLY 
BILL  BLASS 
RESILIO 
MISTY  HARBOR 
ANTONIO  NICHOLAS 
MUNSINGWEAR 
LE  TIGRE 

YVES  ST.  LAURENT 


YOU  ALWAYS 
SAVE  30%  TO  40% 

AT  PHILLIPS  . . . 

and  often  much  more! 


Dhilli 


BIG  & TALL  MERCHANDISE 

Sizes  up  to  56 
Portly  Reg,  Portly 
Short,  Extra  Longs 


MEN’S  GREAT  FASHION  LABELS 
AT  AFFORDABLE  PRICES 


ins— ' 

Clothiers 


TAILOR  ON  PREMISES 


1105  CHURCHMAN’S  PLACE  • NEWARK,  DE  • (302)  737-5527 
BETWEEN  CHRISTIANA  HILTON  & CHRISTIANA  HOSPITAL 
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UNITED  WAY-THE  BEST  IN  ALL  OF  US 

To  The  Editor: 

This  year,  United  Way  of  Delaware  is 
committed  to  bringing  out  the  best  in  Dela- 
ware’s citizens.  Every  day,  each  of  us 
physicians  helps  our  community  through  the 
healing  skills  we  possess.  We  cure  many  ills, 
but  there  are  problems  in  our  cities  that  we 
have  neither  the  time  nor  resources  to  address. 
This  is  where  United  Way  of  Delaware  steps 
in. 

With  55  health  and  human  service  agencies 
ready  to  help,  our  community’s  critical  issues 
are  identified  and  confronted  by  people  who 
care.  United  Way  volunteers  fi:om  throughout 
Delaware  review  these  needs  and  direct 
resources  where  they  will  be  most  helpful. 
When  you  give  to  United  Way,  your  contri- 
bution is  guaranteed  to  go  where  it  will  do  the 
most  good. 

Our  community  will  face  new  challenges  to 


34TH  ANNUAL  CHILDREN’S  REHABILITATION  HOSPITAL 
Institute  for  Physically  Handicapped  and  Chronically  III  Children 

JEFFERSON  MEDICAL  COLLEGE  OF  THOMAS  JEFFERSON  UNIVERSITY 

presents 

ASTHMA  IN  THE  SCHOOL-AGE  CHILD 

Thursday,  November  19, 1987 
at 

Jefferson  Medical  College,  Philadelphia,  Pennsylvania 
This  course  is  designed  for  the  practical  clinician  looking  for  information  which  can 
be  used  in  the  everyday  treatment  and  care  of  the  school-age  child  with  asthma.  The 
course  follows  the  very  successful  format  of  past  conferences  while  providing  new 
topics  of  interest  to  all  physicians  as  well  as  nurses,  social  workers,  therapists  and  other 
health  professionals  involved  in  the  care  of  our  children.  Workshops  with  the  faculty  will 
review  management  and  answer  any  questions  of  the  participant.  Emphasis  will  be 
directed  to  the  WHAT,  WHEN,  and  HOW  of  therapy  for  the  described  topics. 

Fee  Schedule:  $85.00  for  Practicing  Clinicians 

$60.00  for  Nurses,  Social  Workers  and  Therapists  and  other  health 
professionals 

CME  Credit:  6.5  credit  hours  in  Category  I 

For  further  information  and  registration,  contact  the  Office  of  Continuing  Medical 
Education,  Jefferson  Medical  College,  1025  Walnut  Street,  Room  G-3,  Philadelphia,  PA 
19107  (215)  928-6992. 
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THE  MEDICAL  CENTER  OF  DELAWARE,  INC. 

CHIEF,  SECTION  OF  CARDIOLOGY,  DEPARTMENT  OF  MEDICINE 

An  exciting  opportunity  exists  in  Delaware!  The  Medical  Center  of  Delaware,  an  1100 
bed  hospital  and  Delaware’s  only  tertiary  care  referral  center,  seeks  a full-time  Chief  of 
Adult  Cardiology.  The  Section  of  Cardiology  is  comprised  of  1 8 cardioligists  and  there  are 
three  full-time  cardiac  surgeons  on  the  hospital  stah. 

Yearly  activities  within  the  Section  include  caring  for  450  patients  with  acute  myocardial 
infarction,  500  patients  undergoing  open  heart  surgery,  45,000  EKGs,  1200  coronary  artery 
catheterizations  and  200  angioplasties.  There  is  a fully  equipped  non-invasive  laboratory. 

The  Medical  Center  is  affiliated  with  Jefferson  Medical  College  in  nearby  Philadelphia. 
There  are  approved  free-standing  residency  programs  in  internal  medicine,  surgery, 
emergency  medicine,  obstetrics-gynecology,  pediatrics,  diagnostic  radiology,  family 
practice,  oral  surgery  and  general  dentistry.  Over  95%  of  these  positions  are  filled  through 
the  NRMP. 

Candidates  must  have  some  experience  in  research,  superior  clinical  and  administrative 
abilities,  and  a particular  desire  to  develop  new  and  innovative  programs  such  as  cardiac 
rehabilitation,  electrophysiology,  and  lipid  disorders,  to  name  a few.  This  position  will 
include  an  appropriate  academic  appointment  at  Jefferson  Medical  College.  Please  send  a 
curriculum  vitae  and  three  references  independently  to  Michael  E.  Norman,  M.D., 
Chairman,  Cardiology  Search  Committee,  Department  of  Pediatrics,  P.O.  Box  6001,  The 
Medical  Center  of  Delaware,  Newark,  DE  19718. 


be  met  in  1987  while  already-existing  problems 
continue  to  be  supported.  Your  help  is  needed 
now  more  than  ever  as  we  strive  to  reach  our 
most  ambitious  fund-raising  goal — $14.3 
million.  You  can  help  make  Delaware  a better, 
healthier  place  to  live  and  work.  Your  gift  will 
help  so  many. 

United  Way:  it  brings  out  the  best  in  all  of  us. 
Henri  Wendel,  M.D. 

Physicians’  Campaign 
Medical  Society  of  Delaware 
1987  United  Way  of  Delaware 

WHO  HAS  MORE  RIGHTS,  AND  WHY? 

To  the  Editor: 

Criminals  have  more  rights  than  the  manu- 
facturer, businessman,  or  professional!  In 
order  for  the  government  (we,  the  people)  to 
find  a person  guilty  of  a criminal  act,  it  is 
necessary  for  the  government  to  prove  beyond 
a reasonable  doubt,  that  the  person  accused 
did  the  event  that  caused  harm.  This  level  of 
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proof  is  not  necessary  when  a plaintiff  accuses 
a manufacturer,  a businessman,  or  a pro- 
fessional of  a deed  which  causes  harm.  Is  this 
equal  protection  under  the  law?  Why  are  legiti- 
mate businessmen  and  professionals  held 
accountable  for  their  legitimate  actions,  where- 
as the  criminal  is  protected  by  numerous 
safeguards? 

Granted,  when  a person  is  convicted  of  a 
crime,  he  might  go  to  jail;  but  more  likely  in 
today's  system,  he  is  fined  or  given  probation 
or  made  to  perform  civic  works.  When  a 
businessman  or  a professional  is  “convicted” 
of  malpractice,  he  has  to  pay  a price  through 
increased  insurance  premiums,  longer  hours 
of  work  because  of  the  increased  overhead,  and 
essentially  placed  on  probation  by  his/her 
insurance  company. 

Let’s  face  it!  The  legal  system  in  this  country 
is  out  of  hand.  We  have  more  lawyers  in  the 
United  States  grabbing  for  more  money  than 
all  other  nations  in  the  world.  Businessmen 
and  professionals  who  earn  the  money  or  have 
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money  are  the  only  people  that  these  lawyers 
can  get  the  money  from.  Twenty-five  percent 
or  more  of  the  cost  of  an  auto  or  airplane  is  due 
to  the  cost  of  insurance.  Forty  percent  of  the 
cost  of  medicirie  in  the  United  States  is  due  to 
defensive  medicine  and  the  cost  of  liability 
insurance. 

There  are  many  reasons  why  America  finds 
it  hard  to  compete  overseas.  A very  major 
reason  is  the  cost  of  liability  insurance  and  the 
cost  of  medical  care  (40%  of  which  is  due  to 
protection  against  liability  claims).  I am  not 
suggesting  that  if  we  do  away  with  liability 
problems  that  American  trade  problems  will 
go  away;  however,  when  the  cost  of  our  goods 
increases  by  25%  due  to  liability  problems,  it  is 
exceedingly  hard  for  our  country  to  compete  in 
the  world  market. 

Most  insurance  companies  in  Europe  no 
longer  do  business  in  the  United  States.  They 
can't  trust  our  courts.  They  could  trust  our 
courts  if  we  had  a system  that  made  sense. 
That  is  to  say,  instead  of  the  present  system 
where  a civil  complainant  only  has  to  prove 
his  case  with  a preponderance  of  the  evidence 
(51%),  that  they  would  have  to  prove  their  case 


beyond  a reasonable  doubt.  We  need  to  take 
out  of  our  system  the  probability  that  the  jury 
will  award  damages  because  it  is  sympathetic 
with  the  plaintiff.  We  have  to  take  out  of  our 
jury  system  the  possibility  that  an  innocent 
person  is  harmed  by  an  unjust  civil  action. 
The  easiest  way  to  do  this  and  the  fairest  way 
is  to  make  the  person  prove  in  a civil  case  that 
they  are  correct  beyond  a reasonable  doubt. 

There  will  be  no  need  to  change  the  con- 
tingency system  or  to  put  a cap  on  damages,  or 
to  fiddle  with  the  system’s  minor  problems  if 
we,  the  people,  change  the  rules  so  that  there  is 
some  fairness  in  the  system. 

Please  work  for  making  businessmen,  con- 
tractors, or  professionals  innocent  until  proven 
guilty  beyond  a reasonable  doubt.  Throw  out 
the  concept  that  he  has  to  be  proven  “guilty  by 
the  preponderance  of  evidence.” 

The  legitimate  businessmen,  manufacturers, 
and  professionals  of  the  United  States  of 
America  deserve  at  least  the  same  rights  and 
protection  that  the  most  hideous  criminal  now 
enjoys. 

Edward  F.  Quinn,  III,  M.D. 


When  you  and  your  patients  need  help,  we’re  ready  with  . . . 

• A full  range  of  traditional  physical  therapy  procedures  and 
sophisticated  electronic  stimulators  to  relieve  pain  and 
muscle  spasms. 

• A Low  Back  School,  a learning  experience  to  help  decrease 
low  back  pain,  and  help  your  patients  learn  to  manage  their 
pain. 

• A Key  Functional  Capacity  Assessment  program  to  help  you 
determine  if  your  injured  patient  is  ready  to  return  to  work, 
what  tasks  he  or  she  can  safely  do,  and  for  how  long. 

Call  us  for  more  information  or  an  appointment. 

BARLEY  MILL  REHABILITATION 

Physical  Therapy  Services/Greg  Rybicki,  P.T. 

Where  rehabilitation  is  more  than  just  a word 

physician’s  referral  required 

KIRK  MILL  BUILDING  • BARLEY  MILL  PLAZA  • 4305  LANCASTER  PIKE 

WILMINGTON,  DELAWARE  19805  • TELEPHONE  302/995-6095 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


EMERGENCIES  IN  RHEUMATOID  ARTHRITIS, 
edited  by  Sheldon  P.  Blau,  M.D.  Mount  Kisco, 
New  York,  Futura  Publishing  Company.  1986. 
560  pp.  Price  $60.00. 

It  may  seem  pecuhar  to  have  an  entire  book 
deal  with  emergencies  in  what  is  otherwise  felt 
to  represent  a chronic,  progressive,  but  some- 
what indolent  disease  which  primarily  affects 
joints.  In  fact,  rheumatoid  arthritis  is  a multi- 
system disease  that  has  potential  impact  on 
many  organs  and  tissues  other  than  joints  and 
for  which  the  management  is  frequently 
complex.  This  book  realizes  that  truth,  and 
approaches  the  disease  from  the  point  of  view 
of  acute  intervention. 

The  book  is  divided  into  two  sections:  Part  I 
deals  with  disease-related  emergencies,  and 
Part  II  with  therapy-related  emergencies.  The 
initial  portion  makes  up  the  brunt  of  the  text, 
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and  deals  with  a number  of  interesting  aspects 
of  rheumatoid  disease:  involvement  of  the  eye, 
infectious  arthritis,  immunologic 
complications  such  as  the  hyperviscosity 
syndrome  and  vasculitis,  neurologic  involve- 
ment with  particular  attention  to  the  cervical 
spine,  and  involvement  of  the  cardiopul- 
monary system.  The  second  part  deals  with 
the  usual  complications  and  toxicities  from  the 
use  of  various  antirheumatic  drugs  and  ortho- 
pedic procedures  including  joint  replacement. 

The  text  attempts  to  approach  rheumatoid 
arthritis  from  a particular  perspective.  I found 
it  well  organized,  well  illustrated,  and  with 
acceptable  references.  It  does  not,  however, 
add  much  to  existing  major  textbooks  of 
rheumatology  or  textbooks  regarding  rheuma- 
toid arthritis  specifically. 

James  H.  Newman,  M.D. 
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MANAGING  YOUR  MEDICAL  PRACTICE,  by 
Charles  R.  Wold.  New  York,  Matthew  Bender. 
1986.  Price  unavailable. 

This  book  is  the  ultimate  self-help  for 
physicians  in  private  practice.  For  less  than 
the  price  of  one  hour  of  consultation  time  with 
an  attorney,  accountant,  or  management 
consultant,  this  book  provides  a source  of 
information  on  almost  every  item  essential  to 
a well-run  medical  practice.  It  is  an  extensive 
reference  work,  not  suitable  for  light  reading, 
with  the  potential  of  saving  the  reader  thou- 
sands of  dollars. 

The  book  appropriately  begins  with  a 
chapter  on  starting  a medical  practice,  includ- 
ing material  on  choosing  a location  and  finding 
office  space  and  equipment.  Of  great  value  is 
the  checklist  at  the  end  of  the  chapter  which 
lists  everything  that  must  be  done  in  prepara- 
tion for  the  first  patient.  Indeed,  one  of  the 
most  valuable  aspects  of  this  book  is  the 
inclusion  of  many  more  checklist  summaries 
which  list  the  high  points  of  each  chapter. 

Among  the  many  topics  explored  are  recruit- 
ing and  managing  office  staff,  accounting  and 
financial  management,  insurance,  retirement. 


legal  issues,  and  comparing  between  incor- 
porated and  unincorporated  forms  of  practice. 
There  is  extensive  coverage  of  computer 
applications  in  office  practice.  The  reader  is 
guided  through  an  assessment  of  the  need  for  a 
system,  the  capabilities  of  an  office  computer 
system,  and  how  to  select  a particular  vendor 
and  package.  Despite  the  wealth  of  informa- 
tion, the  material  is  written  so  that  it  can  be 
understood  without  prior  experience  in  the 
field. 

This  book  is  bound  so  that  pages  can  be 
added  or  replaced.  However,  the  author  does 
not  clearly  state  whether  or  not  an  update 
service  will  be  offered  in  the  future.  Much  of  the 
material  may  be  obsolete  in  the  future  as 
changes  are  made  in  tax  laws  and  other  issues. 
Nevertheless,  most  of  the  basic  business 
information  will  remain  useful  throughout  the 
development  of  the  medical  practice.  The 
information  is  generally  not  taught  in  medical 
school  or  residency  training.  It  is  all  contained 
in  this  one  book,  and  I recommend  that  all 
physicians  who  manage  a private  practice 
take  a look  at  it.  It  can  prevent  costly  mistakes 
and  should  save  much  money  that  would  be 


Omega  Professional  Center 

Final  Phase  Now  Available  For  Sale  or  Lease 


Omega  Professional  Center  offers  a great 
location,  plus  flexible,  custom-designed 
office,  laboratory  and  operations  space  for 
medical  and  other  professional  uses. 

So  forget  the  downtown  commute;  leave 
the  over-priced,  impersonal  office  building 
behind;  heighten  your  corporate  identity... 
Come  to  Omega  Professional  Center  in 
riewark,  Delaware. 

• Adjacent  to  Christiana  Hospital  and  HMO 
of  Blue  Cross-Blue  Shield 

• Easy  access  to  1-95,  Delaware  Memorial 
Bridge,  University  of  Delaware  and 
downtown  Wilmington 

• Minutes  from  Christiana  Mall  and 
Hilton  Hotel 

• Units  from  1,200  SF  to  13,000  SF 

• Custom-designed  interiors  to  meet 
specific  individual  needs 


• Professional  condominium  manage- 
ment staff 

• 100%  steel,  brick  and  thermal  glass 
construction 

For  more  information  call  (302)  368-7190. 

laMIMNIinjllTH/MGaim  &ASSIKUnS,IIC. 

413  White  Clay  Center  Drive.  Newark.  DE  19711 
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T.L.C. 

8PECIAU8T8 

We  re  not  just  m the  business  of  handling  nrioney,  we  handle  people,  too 
day  in  and  day  out  People  nke  you  who  are  important  to  our  business  So,  we 
make  it  a practice  to  give  you,  our  customer,  all  the  Tender  Loving  Care 
you  require 

Feel  tree  to  visit  any  of  our  convenient  locations  to  talk  about  a home  mortgage 
loan  IRA.  NOW  interest  checking  account  regular  checking,  savings  plans,  high 
rate  fixed  term  certificates 

WE*RE  THERE  ...  TO  CARE  . . . ABOUT  YOU. 


R artisans' 

SAVINGS  BANK 


WILM.  658-6881 
DOVER  674-3920 
MEMBER  FDIC 


9th  & latnali  Sts  Wiim  • Concord  Ma'l  MiclAav  Polly  Drummond  & Graylyn  Shopping  Centers  • Dover  Delaware 


otherwise  spent  for  advice  from  business 
consultants  and  other  professional  advisors. 

Lawrence  M.  Markman,  M.D. 

THE  UNIVERSITY  OF  DELAWARE:  A 
HISTORY,  by  John  A.  Munroe.  Newark, 
Delaware,  University  of  Delaware  Press.  1986. 
516  pp.  Price  $24.95;  paperback  $14.95. 

Dr.  Munroe,  a 1936  graduate  of  the  Univer- 
sity of  Delaware,  is  a retired  professor  of 
History  and  former  chairman  of  the  depart- 
ment. He  has  written  a masterful  history  of  the 
University,  tracing  it  from  its  origin  in  a Free 
School  established  in  1743  by  a minister  in 
New  London,  Pennsylvania.  The  school  was 
later  moved  eight  miles  to  Newark,  Delaware, 
where  it  was  incorporated  in  1769  as  The 
Academy  of  Newark  at  a site  where  “...young 
men  would  be  removed  from  the  temptation  of 
cities  which  were  fitter  to  produce  dancing 
masters  than  clean  and  decent  students.”  The 
school  evolved  into  Newark  College  in  1833, 
Delaware  College  in  1843,  and  the  University 
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of  Delaware  in  1921.  It  struggled  along  without 
sufficient  financial  support  until  1862,  when  it 
was  rescued  by  a Federal  Land  Grant  Act 
which  provided  funds  to  support  colleges 
emphasizing  the  agricultural  and  mechanic 
arts,  including  military  tactics. 

It  was  a small  university  until  the  Second 
World  War.  In  1940,  it  had  less  than  1,000 
undergraduate  students,  but  then  started  to 
expand  regularly  every  year,  until  by  1976  it 
had  13,000  students.  By  1980,  it  offered  139 
different  undergraduate  programs,  89  masters 
degree  programs,  and  23  doctoral  programs. 

Dr.  Munroe’s  history  is  the  story  of  how  the 
University  developed  its  varied  programs  and 
how  they  influenced  the  people  and  the 
educational  and  social  currents  of  the  time.  He 
recounts  the  tremendous  encouragement  and 
financial  support  given  the  University  by  the 
members  of  the  extended  duPont  family. 
Especially  noteworthy  is  his  story  of  the 
program  which  began  in  1920,  The  Junior 
Year  Abroad,  which  was  phenomenally  suc- 
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cessful  and  copied  by  other  universities  across 
the  country.  Another  was  The  Academy  of  Life 
Long  Learning  which  began  in  1980  and 
provided  continuing  education  for  retired 
persons  from  all  walks  of  life. 

Of  special  interest  to  Delaware  physicians  is 
the  Penrod  Report  of  1964,  which  recommended 
long  range  plans  for  a University  of  Delaware 
Medical  School  in  ten  to  15  years,  the  DIMER 
Program  of  1969,  which  placed  20  Delaware 
students  per  year  at  Thomas  Jefferson  Univer- 
sity Medical  School,  and  the  report  on  Dr.  John 
Perkins,  president  of  the  University  from  1950 
to  1967.  When  he  assumed  the  presidency  at 
age  36,  “he  was  a vigorous  strong  young  man 
with  a tremendous  will  power  and  with  a 
temper  he  could  not  always  restrain.. .He  had 
fiery  ambition  and  an  autocratic  bent  that  did 
not  easily  tolerate  opposition.”  He  was  a 
forceful  president  and  served  the  University 
well  by  increasing  both  its  endowments  and  its 
programs,  involving  himself  in  every  detail  of 
the  lives  of  the  faculty,  “which  they  did  not 
always  appreciate.”  In  1967,  in  the  midst  of  the 
anti-Viet  Nam  War  student  demonstrations. 


he  suddenly  resigned,  “gifted  with  some  pre- 
monition that  it  would  be  difficult  to  run  a 
university  in  the  only  fashion  that  suited 
him.”  Delaware  physicians  will  be  struck  with 
how  closely  this  parallels  his  later  career  as 
president  of  The  Wilmington  Medical  Center. 

The  pressure  on  the  University  of  Delaware 
for  continuing  expansion  was  lessened  by  the 
establishment  of  Delaware  Technical  and 
Community  College  in  1967,  with  a branch  in 
each  of  the  three  counties,  and  its  rapid  growth 
continuing  through  the  1980s.  Dr.  Munroe 
concludes,  “the  major  challenge  was  no  longer 
to  cope  with  growth,  but  to  realize  the  potential 
of  the  mature  university.” 

Whether  or  not  you  are  a graduate  of  the 
University  of  Delaware,  as  a member  of  this 
community  you  should  get  this  book.  It  reads 
like  a novel. 

David  Platt,  M.D. 

IMMUNOLOGY  OF  RHEUMATIC  DISEASES, 
by  Sudhir  Gupta  and  Norman  Talal.  New 

York,  Plenum  Medical  Book  Company.  1986. 
818  pp.  Price  $89.50. 


Lancaster  General  Hospital 
announces  an  agreement  with 
Capital  Blue  Cross 


Lancaster  General  Hospital  is  Lancaster’s  leading 
hospital  and  one  of  the  foremost  tertiary  care  facilities  in 
Southcentral  Pennsylvania. 

Among  the  services  offered  include: 

■ Cardiology 

■ Cardiothoracic  Surgery 

■ Cardiac  Rehabilitation 

■ Physical  Medicine  and  Rehabilitation 

■ Neonatology 

■ Occupational  Medicine 

■ Peripheral  Vascular  Surgery 

Lancaster  General  is  a Trauma  Center  accredited  by 
the  Pennsylvania  Trauma  Systems  Foundation. 


GENERAL 

555  North  Duke  Street 
RO.  Box  3555 
Lancaster,  PA  1 7603 
(717)299-5511 

VH-A® 

Member  of  Voluntary  Hospitals  of  America,  Inc.® 


MEMBER  OF  PREFERRED  HEALTH  CARE.  . . . a preferred  provider  organization 
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This  text  is  edited  by  two  leading  investi- 
gative rheumatologists  and  represents  a 
collection  of  interpretative  papers  which  de- 
scribe the  breadth  of  developments  in  basic 
scribes  which  leads  to  our  current  clinical 
understanding  of  rheumatic  disease.  The  text 
draws  upon  areas  of  cellular  biology,  immu- 
nogenetics,  gene  cloning  and  the  development 
of  new  technologies  in  the  laboratory  for 
studjdng  cellular  interactions  to  develop  the 
concept  that  rheumatic  disease  results  from 
disorders  of  immune  regulation  that  stem  from 
specific  immunogenetic  backgrounds.  The 
chapters  proceed  to  construct  how  these 
disorders  eventuate  in  autoimmune  phenom- 
ena and  then  may  proceed  to  our  classic 
concepts  of  rheumatic  disease.  Specific  patho- 
physiology is  reviewed  in  certain  instances; 
for  example,  the  cellular  events  in  rheumatoid 
synovitis,  the  pathogenetic  role  of  immune 
complexes,  the  role  of  the  complement  in 
inciting  inflammation  and  tissue  injury,  and 
the  role  of  the  neurophile.  There  is  an  interest- 
ing chapter  on  psychoneuroimmunologic 


phenomenon.  All  this  leads  to  the  final  chapter 
which  reviews  therapy. 

The  contributors  to  this  text  are  extremely 
well-known  and  international  in  scope.  The 
text  is  largely  a primer  of  the  basic  science 
which  underlies  our  clinical  understanding  of 
rheumatic  disease  and  should,  as  the  authors 
hope,  “be  a source  of  references  to  current 
literature  on  various  aspects  of  the  basic  and 
clinical  immunology  of  rheumatic  disease  for 
immunologists,  rheumatologists,  physicians, 
and  pediatricians  whether  they  be  academi- 
cians or  practicing  clinicians.”  It  is  somewhat 
technical  for  the  average  practicing  physician, 
however. 

James  H.  Newman,  M.D. 

If  you've  never  reviewed  a book  but  would 
like  to,  stop  by  the  Journal  office  and  see  what 
is  available.  At  the  same  time,  learn  the  book 
review  rules,  which  are  quite  simple.  Ifwehave 
nothing  that  appeals  to  you,  let  us  know;  we 
will  be  glad  to  order  it  for  you. 


Call  Us... 

and  find  out  why  Delawareans  are 
choosing  Happy  Harry’s  as  their  source 

ot  Durable  Medical  Equipment... 

The  Customer  Oriented,  Full-line  Supplier, 
bound  to  Quality  and  Service... 

The  Exceptionally  Dependable, 

single  source  for  DME... 


HOME  HEALTH 

EVERYTHING  FOR  YOUR 
16-A  TROLLEY  SQUARE 


CARE  SERVICE 

PATIENT'S  GOOD  HEALTH 
WILMINGTON.  DE  19806 


(302)  654-3019 


Del  Med  Jrl,  October  1987— Vol.  59,  No.  10 


699 


in  Brief 


PHYSICIANS’  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
HEALTH  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please 
COMMITTEE  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


CPR  AT  MCD  This  fall  and  winter  The  Medical  Center  of  Delaware  will  offer  adult  Cardio- 

Pulmonary  Resuscitation  (CPR)  classes  and  obstructed  airway  classes  for 
the  infant,  child,  and  adult  at  Wilmington  Hospital.  The  courses  are  con- 
ducted by  certified  instructors  according  to  standards  established  by  the 
American  Heart  Association.  Cost  is  $10.  To  register,  call  between  9:00  a.m. 
and  3:00  p.m.  at  428-6245. 


GERIATRIC  The  American  Academy  of  Family  Physicians,  in  cooperation  with  the 
CERTIFICATION  American  Geriatrics  Society,  will  sponsor  review  courses  in  geriatric  medi- 
REVIEW  February  and  March  of  1988.  These  courses  are  intended  to  help 

board  certified  family  physicians  and  internal  medicine  specialists  prepare 
for  the  examinations  to  earn  the  certificate  of  added  qualifications  in  geri- 
atrics. For  more  information  about  the  courses,  please  contact  Pamela 
Williams  at  800-821-2512. 


R.O.Y. 

WARREN 

SEMINAR 


The  annual  R.O.Y.  Warren  Memorial  Seminar,  sponsored  by  the  Delaware 
Chapter  of  the  American  Academy  of  Pediatrics,  will  be  held  November  6, 
1987,  at  the  Academy  of  Medicine  Building  in  Wilmington.  The  fee  of  $15 
includes  lunch.  For  more  information,  call  the  Academy  of  Medicine  at 
302-656-1629. 


ACADEMY  OF 
PATHOLOGY 
ANNUAL 
MEETING 


The  Annual  Meeting  of  the  United  States  and  Canadian  Academy  of 
Pathology  will  be  held  at  the  Washington  Hilton  in  Washington,  D.C.,  on 
February  28  through  March  4, 1988.  For  more  information,  write  Dr.  Nathan 
Kaufman,  Building  C,  Suite  B,  3515  Wheeler  Road,  Augusta,  Georgia,  30909, 
or  call  404-733-7550. 
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President’s  Page 


AN  OVERVIEW  OF  MY  PAST  YEAR  AS  PRESIDENT 


This  year,  the  upcoming  annual  meeting  marks 
my  fifteenth  year  as  an  officer  and  trustee  of  the 
Medical  Society  of  Delaware.  When  Bill  Vandervort 
asked  me  in  1972  to  come  on  the  Board  as  the 
Treasurer  of  the  Society,  I was  stunned  and  pleas- 
etly  surprised,  for  I had  heretofore  not  been  an 
integral  part  of  county  or  state  organized  medicine. 
I well  remember  that  in  those  days  the  entire  budget 
for  the  Society  was  some  $60,000,  we  did  not  have 
the  problems  of  alphabet  soup  health  care  delivery 
systems,  there  was  no  malpractice  crisis,  we  did  not 
have  the  ethical  quandaries  that  we  have  today, 
and  we  were  not  faced  with  the  increasing  bur- 
eaucratization of  physicians  caught  between  gov- 
ernmental and  private  bodies  competing  for  limi- 
tation opn  the  health  dollar.  In  short,  the  only 
common  denominator  was  the  care  and  profound 
interest  that  all  of  us  shared  in  the  curing  of  disease 
in  our  fellow  man  and  making  life  a bit  more 
pleasant  for  the  medically  needy. 

My  long  tenure  as  a journeyman  under  the  many 
fine  presidents  that  this  Society  has  had  the  good 
fortune  to  elect  has  served  me  well  in  operating  in  a 
“broken-field  runner  position,”  so  to  speak,  with  the 
complex  problems  that  affect  all  of  us,  each  in  a 
different  way.  Nevertheless,  in  two  instances  I 
misread  the  tenor  of  some  members  of  this  Society 
and  minor  problems  developed  that  could  have  been 
avoided. 

From  a financial  standpoint.  I’m  happy  to  report 
that  thanks  to  the  advice  and  intense  lobbying 
efforts  on  the  part  of  my  brother.  Dr.  Eugene 
Coggins,  the  Medical  Society  of  Delaware’s  entire 
stock  portfolio  was  sold  out  seven  days  in  advance 
of  the  stock  market  crash  on  Black  Monday, 
October  19,  and  thus,  we  came  through  the  entire 
episode  unscathed. 

On  the  whole,  the  Society  has  made  significant 
strides  this  year  in  a broad  range  of  problems  such 
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as  an  investigation  in  depth  of  the  malpractice 
problem,  the  development  of  a code  of  ethics,  the 
development  of  programs  to  educate  our  members 
on  the  specific  problems  of  the  medically  aging,  the 
development  of  a local  charitable  service  program, 
and  the  initial  investigation  and  development  of  a 
possible  alternative  medical  malpractice  insurance 
system.  First  and  foremost  has  been  the  investi- 
gation in  depth  of  the  malpractice  problem  by  the 
Blue  Ribbon  Panel  chaired  by  Dr.  Ben  Corballis 
with  county  chairmen  Drs.  Martin  Gibbs,  James  P. 
Marvel,  Jr.,  and  James  B.  McClements.  The 
members  of  the  panel  put  in  long  hours  over  many 
months  in  an  effort  to  develop  a series  of  recom- 
mendations, all  of  which  have  been  approved  by  the 
Board  of  Trustees.  These  included  such  substantive 
moves  as  the  naming  of  committees  to  deal  with 
various  issues  such  as  improvement  of  the 
physician’s  image,  improvement  of  the  medical 
liability  climate  (specifically  strengthening  of  the 
medical  expert  section  of  the  current  statute), 
liaison  with  the  AM  A in  an  effort  to  make  Delaware 
one  of  the  demonstration  states  for  possible  al- 
ternative systems  for  resolving  professional  lia- 
bility claims,  and  the  development  of  expanded 
roles  for  the  medical  liability  committee  with  sub- 
committees including  an  insurance  industry  eval- 
uation committee,  risk  management  subcommittee, 
and  subcommittee  on  tort  legislation. 

Contact  was  made  with  AMA  headquarters  and 
Dr.  James  Todd,  who  was  sent  a copy  of  the  Blue 
Ribbon  Panel  report.  It  was  Dr.  Todd’s  feeling  that 
Delaware  was  not  a satisfactory  environment  in 
which  to  test  a new  approach  to  tort  law  because  of 
its  size.  The  Board  of  Trustees  plans,  however,  to 
introduce  in  the  state  legislature  in  J anuary  of  1988 
several  amendments  to  the  insurance  code  which 
will  include  specific  changes  to  sections  in  the 
current  expert  witness  law  that  are  presently 
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extremely  onerous. 

Concurrently,  we  have  met  with  Insurance  Com- 
missioner David  Levinson  with  regards  to  the 
development  of  an  insurance  pool  in  the  event  that 
our  current  insurer  decides  against  medical  mal- 
practice coverage  of  our  membership  in  the  future. 
The  development  of  a risk  retention  pool  is  being 
explored  and  Commissioner  Levinson  has  given  us 
his  wholehearted  assurance  that  every  effort  will  be 
made  by  his  Department  to  assist  the  Society  in 
developing  an  alternative  insurance  system  that 
can  be  utilized  in  the  future  in  case  of  an  emergency. 

It  should  be  noted  that  the  legal  and  administrative 
expenses  for  this  effort  will  be  in  excess  of  $100,000. 
However,  it  will  offer  an  alternative  system  in  case 
of  emergency  and  will  rate  physicians’  insurance 
premiums  based  on  the  Delaware  experience  and 
not  on  a 50%  national  experience,  50%  Delaware 
experience  as  is  now  the  case.  The  assistance  and 
interest  of  the  Commissioner  and  his  deputy 
assistant,  Kathy  Mulholland,  are  indeed  appreciated. 

Through  the  active  interest  and  intense  efforts  by 
Dr.  Robert  Frelick,  the  Committee  on  Ethics  has 
developed  a set  of  principles  and  specific  ethical 
applications  in  everyday  problems.  A questionnaire 
was  sent  out  to  the  entire  membership  and  from  this 
was  developed  a consensus  approach  to  many  of  the 
nitty-gritty  problems  that  we  face  in  everyday 
delivery  of  health  care.  With  respects  to  the  medical 
aspects  of  aging,  the  Committee  on  Aging,  chaired 
by  Dr.  Robert  Altschuler,  has  done  an  exemplary 
job  that  led  to  the  development  of  an  annual 
program  in  May  devoted  to  medical  education  and 
medical  care  for  various  problems  in  aging  as  well 
as  combined  sponsorship  with  the  Medical  Center 
of  Delaware  of  a Geriatric  Medical  Symposium. 
When  one  considers  that  over  a third  of  our 
population  in  the  1990’s  will  be  in  this  age  group,  the 
activities  of  this  committee  are  obviously  extremely 
important. 

Our  foray  into  the  delivery  of  charitable  medical 
services  has  met  with  fruition  through  the  able 
assistance  of  Reverend  Lynwood  Swanson  with 
development  of  a volunteer  program  in  conjunction 
with  the  Claymont  Community  Center.  This  program 
will  be  directed  towards  the  providing  of  primary 
medical  care  services  in  underserved  neighborhoods 
in  the  Claymont  area,  where  there  is  a large  pop- 
ulation of  single-parent  families  and  elderly.  It  is 
hoped  that  this  approach  will  be  a model  for  centers 
in  other  areas  of  need  in  the  state. 

In  the  area  of  sexually  transmitted  diseases,  we 
were  successful  through  the  efforts  of  Dr.  Alfonso  P. 
Ciarlo  in  helping  to  obtain  for  the  Department  of  ( 
Health  the  original  budget  request,  which  had  been 
slated  to  be  cut  some  53%.  This  will  be  of  immense 
help  in  the  treatment  of  routine  STDs  as  well  as  in 


infection  control.  Considerable  funds  have  also 
been  appropriated  for  AIDS  educaton  and  detection. 
With  regards  to  AIDS,  the  Society  was  unsuccessful 
in  a proposal  submitted  to  Senator  Herman 
Holloway  for  mandatory  AIDS  testing  of  health 
care  personnel  and  patients  admitted  to  state- 
supported  institutions.  This  bill  was  modeled  after 
acceptable  legislation  in  other  states  but  met  with 
mixed  support  and  opposition.  It  is  my  personal 
opinion  that  this  type  of  legislation,  with  ap- 
propriate safe-guards  for  strict  confidentiality,  will 
become  a national  standard  in  the  near  future  due  to 
the  increasing  penetration  of  HTLV-III  virus  in  our 
population. 

In  conclusion,  I feel  that  we  have  accomplished 
most  of  what  was  proposed  in  my  acceptance 
address  one  year  ago.  While  there  are  still  many 
developmental  aspects  to  the  programs  that  are  in 
place,  I feel  that  our  Society  overall  is  in  excellent 
shape  as  far  as  addressing  the  problems  of  the 
delivery  of  current  medical  care. 

However,  we  do  have  one  glaring  problem  that 
continues  to  plague  our  membership,  and  that  is 
internal  polarization.  There  are  persistent  attacks 
on  the  traditional  delivery  of  medical  care  from 
economic  sectors  that  attribute  to  us  a myriad  of 
problems.  Combined  with  this  are  unjustified  mal- 
practice suits  (48%  of  total  instituted  suits)  which 
further  threaten  medical  care  delivery.  We  also  have 
a competitive  influence  from  hospitals  in  an  effort 
to  carve  out  more  of  the  medical  market  share  for 
themselves,  father  increasing  the  polarization 
among  physicians,  whom  they  view  in  many  in- 
stances as  mere  purveyors  of  a service.  Because  of 
this,  we  must  guard  against  increasing  self-cen- 
teredness in  a profession  that  is  basically  egocentric 
and  think  more  of  a collective  protectionism  that 
fosters  increased  socialization.  Our  basic  objective 
is  to  deliver  medical  care  in  a fashion  that  is  of  the 
highest  caliber,  and  to  do  this  we  must  remain 
morally  strong  and  work  collectively  towards 
fostering  that  common  goal.  If  that  remains  the 
standard  for  the  Medical  Society  of  Delaware,  then, 
like  that  old  General  Motors’  adage,  “What  is  good 
for  the  Medical  Society  will  be  good  for  our  patients 
and  for  us.” 


Peter  R.  Coggins,  M.D. 


712 


Del  Med  Jrl,  November  1987— Vol.  59,  No.  11 


"UJe  moke  the  difference" 


SniLV  n.  HOOV€R,  R.P.T. 
pHVSicni  TH€RflPV  nssocmT€S 


M€DICnR€  Certified 
Chrsyler  6i  G.M.  Rpproved 


1.  SPIN€-R€inT€P  PnOBL€MS 

CCRVICnt  • L/S  • T.MJ. 

UJORK  HRRD6NING 
BRCK  SCHOOL 
UJORK  CRPRCITV  €VRL 

2.  SPORTS  M€PICIN€ 

CVB€XII+€CTR€MITV 
CVB6XBRCK  MRCHINC 
CVB€X€X€RCIS€  €QUIP. 

FITNCSS  €VRLS. 

3.  ARTHRITIS  R€LRT€P  PIS6RSCS 

HIP,  KNC6&FOOT 

4.  SUJIM  THCRRPV 


’3  ' MODCRN  LOCRTIONSTO  S€RV€  VOU 


1 900  Newport  Gop  Pike 
UJilmington 


Kelujoy  Plozo 
314  C.  Main  Street 
Newark 


635  Churchman's  Rood 
Christiono/Newark 


994-1800 


737-9465 


737-9469 


T<c»  it/tvt  HCiA.  uejje/),... 

ROCHE  BIOMEDICAL 
LABORATORIES 


a new  satellite 

RBL  FOULK  ROAD 
2000  Foulk  Road,  Suite  B 
Wilmington,  Delaware  19810 
(302)  475-4214 

a new  location  “"M^ED! 

RBL  WILMINGTON 
Suite  3A,  2300  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 
(302)  656-1204 

• CALL  FOR  A CONSULTATION  (302)  998-5900  • 


RBL-NEWARK 

324  East  Main  Street 
Newark,  Delaware  19711 
(302)  737-4550 

RBL-HERITAGE 

2601  Annand  Drive — Suite  23 
Wilmington,  Delaware  19808 
(302)  998-5900 


OTHER  LOCATIONS 

RBL  OMEGA 

F-52  Omega  Drive 
Newark,  Delaware  19713 
(302)  738-7112 

RBL-WILMINGTON 

Augustine  Cut  Off 
Wilmington,  Delaware  19803 
(302)  571-8876 


RBL-DOVER 

1001  South  Bradford  Street 
Dover,  Delaware  19901 
(302)  678-2796 

RBL-CHRISTIANA 

420  Christiana  Medical  Center 
Newark,  Delaware  19702 
(302)  368-3959 


HOLIER  MONITORING  • HTLV-III  TESTING  AVAILABLE 


NO  PATIENT  TURNED  AWAY  FOR 
INABILITY  TO  PAY. 


Medical  Ethics 


This  has  been  taken  from  the  Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  of  the  American  Medical  Association,  and  is  provided 
as  a service  by  the  Ethics  Committee  of  the  Medical  Society  of  Delaware, 
Robert  W.  Frelick,  M.D.,  Chairman. 


8.06  DRUGS  AND  DEVICES:  PRESCRIBING 


(1)  A physician  should  not  be  influenced  in 
the  prescribing  of  drugs,  devices  or  appli- 
ances by  a direct  or  indirect  financial 
interest  in  a pharmaceutical  firm  or  other 
supplier.  Whether  the  firm  is  a manufac- 
turer, distributor,  wholesaler  or  repack- 
ager of  the  products  involved  is  immaterial. 
Reputable  firms  rely  on  quality  and 
efficacy  to  sell  their  products  under  com- 
petitive circumstances  and  do  not  appeal 
to  physicians  to  have  financial  involve- 
ments with  the  firm  in  order  to  influence 
their  prescribing. 

(2)  A physician  may  own  or  operate  a phar- 
macy if  there  is  no  resulting  exploitation 
of  patients. 

(3)  A physician  should  not  give  patients  pre- 
scriptions in  code  or  enter  into  agreements 
with  pharmacies  or  other  suppliers  regard- 
ing the  filling  of  prescriptions  by  code. 

(4)  Patients  are  entitled  to  the  same  freedom 
of  choice  in  selecting  who  will  fill  their 

•These  citations  refer  to  the  Principles  of  Medical  Ethics  which  may  be 

found  in  the  rear  of  the  1987-1988  Pictorial  Roster  of  the  Medical  Society  of 

Delaware. 


prescription  needs  as  they  are  in  the  choice 
of  a physician.  (See  Free  Choice  Opinion.) 
The  prescription  is  a written  direction  for 
a therapeutic  or  corrective  agent.  A patient 
is  entitled  to  a copy  of  the  physician’s 
prescription  for  drugs,  eyeglasses,  contact 
lenses,  or  other  devices  as  required  by  the 
Principles  of  Medical  Ethics  and  as  re- 
quired by  law.  The  patient  has  the  right  to 
have  the  prescription  filled  wherever  the 
patient  wishes. 

(5)  Patients  have  an  ethically  and  legally 
recognized  right  to  prompt  access  to  the 
information  contained  in  their  individual 
medical  records.  The  prescription  is  an 
essential  part  of  the  patient’s  medical 
record.  Physicians  should  not  discourage 
patients  from  requesting  a written  pre- 
scription or  urge  them  to  fill  prescriptions 
from  an  establishment  which  has  a direct 
telephone  line  or  which  has  entered  into  a 
business  or  other  preferential  arrange- 
ment with  the  physician  with  respect  to 
the  filling  of  the  physician’s  prescription. 
(I,  II,  III,  IV,  V)* 
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RENAL  ABNORMALITIES  IN  WOMEN 
ADMITTED  WITH  PYELONEPHRITIS 

JoAnn  Rosenfeld,  M.D. 


INTRODUCTION 

Urinary  tract  infections  are  a common  cause 
of  significant  illness  and  hospitalization  in 
otherwise  healthy  women.  In  addition  to 
discomfort,  inconvenience,  time  lost  from  work 
or  home,  and  the  cost  of  hospitalization,  the 
sequelae  of  pyelonephritis  include  renal  scar- 
ring, insufficiency,  and  failure.  Thirteen 
percent  of  kidney  transplants  are  necessitated 
by  renal  failure  caused  by  pyelonephritis.'-^ 
Up  to  13%  of  girls  with  urinary  tract  infections 
(UTI)  develop  renal  scarring.  Sixty-five  percent 
of  childhood  hypertension  is  also  caused  by 
scarring.  ‘ Thus,  first  episodes  of  pyelonephritis 
severe  enough  to  cause  hospitalization  may 
cause  further  renal  disease,  or  may  be  the  first 
and  only  sign  of  an  already  diseased  renal 
system.  Pyelonephritis  occurs  in  all  ages  as 
well  as  in  those  with  no  previous  history  of 
kidney  disease.  Most  often,  complete  resolution 
with  no  obvious  sequelae  is  the  result  of 
adequately  treated  inpatient  pyelonephritis. 

By  examining  the  findings  of  radiologic 
studies,  either  intravenous  pyelograms  (IVP) 
or  ultrasound  examinations,  done  during  first 
hospitalizations  for  pyelonephritis,  it  may  be 
determined  whether  a single  episode  of  pyelo- 
nephritis is  a transient  self-limited  illness,  the 
symptom  of  a pre-existing  renal  system 
abnormality,  or  the  sequelae  of  chronic  or 
subacute,  subclinical  disease.  If  a majority  of 
women  with  seemingly  uncomplicated  pyelo- 

l)r  Rosfnrc'ld  is  Associate  Director  of  the  Family  Practice  Center  at  St. 
Francis  Hospital.  Wilmington. 


nephritis  have  abnormal  urinary  tracts,  then 
radiological  studies  should  be  routinely  per- 
formed, and  close  follow-up  to  prevent  further 
urinary  tract  damage  a necessity. 

METHODS 

The  charts  of  female  patients  aged  eight 
through  45,  admitted  to  St.  Francis  Hospital, 
Wilmington,  Delaware,  between  June,  1983, 
and  January,  1986,  with  an  admitting  or 
discharge  diagnosis  of  pyelonephritis  were 
reviewed.  St.  Francis  Hospital  is  a 400-bed 
community  hospital  serving  a mixed  inner 
city  and  suburban  population.  The  charts  of 
74  women  with  the  diagnosis  of  pyelonephritis 
were  identified  as  having  had  76  separate 
hospitalizations.  The  charts  were  reviewed  for 
demographic  data,  length  of  stay,  admitting 
symptoms,  admitting  physical  examination 
and  laboratory  work,  hospital  course,  and 
radiological  studies  performed.  These  charts 
will  be  restudied  at  yearly  intervals. 

Pyelonephritis  is  defined  as  the  presence  of 
white  blood  cell  cases  in  the  urine  or  the 
presence  of  the  four  following  clinical  criteria: 
systemic  symptoms  of  infection  such  as  fever, 
chills,  malaise,  nausea  and/or  vomiting;  upper 
urinary  tract  symptoms  of  back  or  costo- 
vertebral angle  pain  and  tenderness;  sig- 
nificant pyuria  and  bacturia;  and  a positive 
urine  culture  or  a negative  culture  while  on 
antibiotics.  Out  of  the  74  women,  67  charts  met 
these  criteria  for  the  diagnosis. 
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RESULTS 

Of  the  74  women  with  76  separate  hospital- 
izations for  pyelonephritis,  none  were  pregnant 
or  less  than  three  months  post-partum.  All  had 
been  admitted  from  either  a private  doctor’s 
office  or  the  emergency  room.  All  had  been 
living  at  home  prior  to  admission. 

Thirty-five  (52%)  of  the  women  had  no 
previous  history  of  any  urinary  tract  problems. 
Another  16  (23%)  had  only  a history  of  urinary 
tract  infections  (UTI)  for  which  they  had  been 
treated  as  outpatients  with  oral  medication. 
Nine  women  (13%)  had  experienced  one  pre- 
vious episode  of  pyelonephritis  treated  by 
hospitalization.  Ten  (15%)  had  previous  his- 
tories of  nephrolithiasis.  Only  one  had  a 
diagnosis  of  chronic  pyelonephritis  (Table  1). 

Once  admitted,  all  but  seven  of  the  74  women 
received  intravenous  antibiotics  as  therapy. 
Sixty  women  (90%)  received  one  antibiotic, 
while  25  (37%)  received  more  than  one. 

Most  of  the  women  had  radiological  studies 
during  their  hospital  stays.  Forty-five  (67%) 
had  imaging  studies;  34  had  intravenous 
pyelograms  (IVP)  and  15  had  ultrasonic 
examinations;  some  had  both. 

Of  the  34  women  who  had  IVP,  28  (82%)  had 
abnormal  findings.  Eight  of  the  15  ultrasonic 
exams  were  abnormal  (53%).  The  abnormal 
findings  mentioned  in  the  examinations  of 
these  45  women  were  as  follows:  signs  of 
pyelonephritis  with  scarring,  blunting  of 

TABLE  I 

PAST  MEDICAL  HISTORY  OF  WOMEN 
ADMITTED  WITH  PYELONEPHRITIS 

Past  Medical  History Number  (%) 


No  disease 

35 

(52) 

Urinary  tract  infections  only* 

16 

(230) 

UTI*  and  pyelonephritis** 

6 

( 9) 

UTI*,  pyelonephritis**  and 

nephrolithiasis 

3 

( 5) 

UTI*  and  nephrolithiasis  only 

3 

( 5) 

Nephrolithiasis  only 

4 

( 6) 

Total  with  nephrolithiasis 

10 

(15) 

Total  with  pyelonephritis** 

9 

(13) 

UTI  = Urinary  Tract  Infection 
* Outpatient  treatment 
**  Inpatient  treatment 
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calyces  (mentioned  17  times);  dilatation  of 
'renal  collecting  systems  (mentioned  seven 
times);  hydronephrosis  or  hydroureter  (men- 
tioned six  times);  possible  obstruction  (men- 
tioned five  times);  possible  or  definite  kidney 
stones  (mentioned  13  times);  and  congenital 
abnormalities  (mentioned  five  times).  Five 
congenital  abnormalities  were  discovered  for 
the  first  time.  These  consisted  of  four  unilateral 
or  bilateral  bifed  collecting  systems,  and  one 
horseshoe  kidney. 

DISCUSSION 

Pyelonephritis  can  be  a serious  illness, 
causing  significant  morbidity,  mortality,  and 
hospitalization.  How  often  a single  episode 
leads  to  further  renal  damage  and  in  what 
population,  is  uncertain. 

We  found  in  our  group  of  76  admissions  for 
pyelonephritis  that  the  majority  of  the  women 
were  between  the  ages  of  20  and  34.  The 
women  were  a representative  mixture  of  races 
and  marital  status.  Of  the  76,  51  women  had 
either  no  history  of  previous  problems,  or  a 
history  only  of  an  outpatient-treated  UTI. 

Despite  the  women’s  negative  past  histories, 
most  of  those  who  had  IVP  performed  while  in 
the  hospital  had  abnormal  findings.  Twenty- 
eight  (82%)  of  the  34  IVP  performed  showed 
abnormal  findings.  In  17  women,  gross 
anatomical  changes  of  renal  scarring  were 
already  seen.  Five  women  were  found  with 
previously  undiscovered  congenital  abnormal- 
ities which  could  predispose  them  to  UTI  and 
renal  disease.  _ 

It  was  not  only  the  women  who  had  pre- 
viously contracted  pyelonephritis  or  neph- 
rolithiasis who  had  abnormal  IVP  studies. 
Surprisingly,  women  with  no  previous  history 
of  UTI  or  abnormalities  also  had  abnormal 
IVP.  In  12  of  the  17  studies  performed  in 
seemingly  healthy  women,  abnormalities  were 
discovered.  More  than  half  showed  signs  of 
renal  scarring  and  chronic  changes  consistent 
with  pyelonephritis.  Seven  of  these  17  had 
previously  undiagnosed  kidney  stones. 

Even  in  the  women  who  had  only  been 
treated  previously  as  outpatients  with  UTI, 
the  eight  IVP  done  showed  significant  ab- 
normal reports,  including  chronic  scarring 
and  previously  undiagnosed  kidney  stones 
(Table  2).  Thus,  the  diagnosis  and  hospitali- 
zation of  pyelonephritis  in  otherwise  healthy 
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TABLE  2 

RADIOLOGICAL  FINDINGS  IN  WOMEN  WITH  PYELONEPHRITIS  AS  COMPARED  TO  THEIR  PAST 

MEDICAL  HISTORIES 


Type  of  Abnormality 

(No.  Mentions) 

Number 

Number  With 

Renal 

Previous 

Who  Had 

Abnormal  IVPs 

Renal 

Renal 

Structural 

Medical  History 

Total  #* 

IVPs 

(percent) 

Scarring** 

Calculi 

Abnormalities*** 

No  previous 
abnormal  history 

35 

17 

12  ( 70)+ 

10 

7 

2 

Urinary  tract 
infections 
outpatient  only 

16 

8 

8 (100)+ 

5 

3 

1 

Nephrolithiasis 

10 

9 

8(  89) 

2 

6 

2 

Pyelonephritis 

9 

6 

6 (100) 

3 

3 

0 

Total 

67 

34 

28  ( 82) 

17 

13 

5 

0017*  groups  are  not  mutually  exclusive 

.024**  changes  consistent  with  chronic  scarring  and  chronic  pyelonephritis  — blunting  of  calyces, 
dilatation  of  renal  collecting  systems,  etc 
0032***  bifid  collecting  systems  or  horseshoe  kidneys 
0019+  p<.05 


young  women  does  not  promise  quick  reso- 
lution without  sequelae. 

It  may  be  argued  that  the  large  number  of 
abnormal  IVP  may  have  been  caused  by  the 
pyelonephritis  itself.  Perhaps  IVP  deferred 
until  six  weeks  post-hospitalization  would 
have  been  normal.  However,  the  changes  seen 
on  IVP  were  either  changes  of  chronic  scarring, 
abnormal  kidneys,  or  of  nephrolithiasis,  not 
changes  consistent  only  with  acute  renal 
disease. 

Discovering  women  with  congenital  abnor- 
malities and  previously  silent  kidney  stones  is 
reason  enough  to  perform  IVP  or  other  imaging 
studies  on  all  women  admitted  for  pyelo- 
nephritis. However,  many  of  the  women 
studied  already  had  changes  of  chronic  renal 
damage.  The  IVP  may  have  been  requested 
only  on  women  who  appeared  more  ill.  None- 
theless, the  significant  percentage  of  positive 
abnormal  IVP  suggests  that  most  women 
with  pyelonephritis  have  abnormal  IVP  at  the 
time  of  their  first  hospitalization. 

Whether  the  first  episode  of  pyelonephritis 
is  the  initiating  event  in  a course  leading  to 
renal  failure,  or  the  first  major  symptom  of  an 
abnormal  kidney  is  not  certain.  Further  long 


term  follow-up  will  be  required  to  see  the 
subsequent  course  of  renal  disease  in  these 
women.  However,  from  the  results  of  this 
study,  it  is  suggested  that  all  women  admitted 
for  pyelonephritis  should  have  radiological 
studies  to  delineate  existing  renal  disease. 

CONCLUSION 

Otherwise  healthy  women  admitted  to  the 
hospital  with  first  episodes  of  pyelonephritis 
usually  have  quick  resolution  of  their  illnesses. 
However,  if  intravenous  pyelographic  exam- 
inations are  done  on  these  women,  70  to  100% 
are  abnormal,  showing  signs  of  scarring, 
previously  undiagnosed  abnormalities,  or 
kidney  stones,  even  in  women  with  normal 
previous  histories.  Intravenous  pyelograms 
are  recommended  on  all  women  admitted  with 
pyelonephritis,  and  close  follow-up  is 
necessary. 
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AFTER  IMPALEMENT  INJURY 
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INTRODUCTION 

Throughout  history,  various  objects  have 
been  inserted  deliberately  or  accidentally  into 
every  orifice  of  the  human  body.  At  the  same 
time,  other  objects  have  been  thrust  into  the 
body,  making  new  and  different  orifices. 
Impalement  injuries  are  unusual  causes  of 
abdominal  trauma,  scarcely  referenced  in  the 
literature.'’^  Impalement  produces  injuries 
similar  to  those  seen  in  penetrating  trauma 
and  should  be  treated  in  much  the  same  way. 
With  traumatic  perforation  of  the  colon  it  is 
not  uncommon  to  see  abdominal  abscess 
formation,  especially  in  the  presence  of  a 
retained  foreign  body.'^ 

We  report  the  occurrence  of  an  impalement 
injury  of  an  unusual  nature  with  the  late 
appearance  of  a retroperitoneal  abscess  three 
years  after  the  injury. 

CASE  REPORT 

A 16  year  old  pregnant  white  girl  was 
admitted  to  the  hospital  for  a vaginal  delivery. 
Her  past  medical  history  was  significant  for 
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the  Albert  Einstein  Medical  Center.  Bronx.  New  York,  following  the 
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Dr.  Dunmire  recently  retired  from  the  Department  of  General  Surgery.  The 
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involvement  in  a bizarre  accident  at  the  age  of 
13.  At  that  time,  she  jumped  from  a windowsill, 
impaling  herself  with  a pool  cue  stick.  The  cue 
stick  entered  the  perineum  just  posterior  to  the 
vagina,  penetrating  into  the  abdomen.  On 
physical  examination,  she  was  found  to  have 
a rigid  abdomen.  Subsequent  surgical  explo- 
ration revealed  two  rectosigmoid  lacerations 
and  a laceration  into  the  right  psoas  muscle 
just  below  the  kidney.  This  was  managed  by 
primary  colonic  repair,  copious  irrigation,  and 
a diverting  transverse  loop  colostomy.  Prior  to 
surgery  it  was  noted  that  the  pool  cue  tip  was 
missing  when  the  cue  was  removed,  and  at  the 
time  of  the  operation,  the  surgeons  were  unable 
to  locate  it.  The  patient’s  subsequent  post- 
operative course  was  uneventful. 

The  patient  did  well  until  age  15,  when  she 
presented  with  a week-long  history  of  recurrent 
abdominal  pains  and  fever.  A presumed 
diagnosis  of  intraabdominal  abscess  was 
made.  It  was  felt  the  lost  pool  cue  tip  might  be 
the  causative  agent  and  she  underwent  an 
exploratory  laparotomy.  No  foreign  body  or 
abscess  was  found;  however,  acute  pelvic 
inflammatory  disease  was  discovered,  and 
appropriately  treated  with  antibiotics.  Her 
post-operative  course  was  uneventful. 

Now  aged  16,  the  patient  was  admitted  for 
the  vaginal  delivery  of  her  first  child.  She 
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Late  Abscess  Formation  After  Impalement  Injury— Feldman 


FIGURE  1 

CT  scan  of  abdomen.  Large  arrow  refers  to 
foreign  body.  Smaller  arrows  show  the 
extent  of  the  abscess  cavity. 


related  no  unusual  complaints  before  or  during 
the  delivery;  however,  she  began  complaining 
of  back  discomfort  with  right  leg  cramping  on 
her  first  post-partum  day.  On  more  careful 
questioning,  she  admitted  to  a three-week 
history  of  right  flank  pain  relieved  by  hot 
water  bottles.  Her  pain  progressed  to  exquisite 
right  flank  and  costovertebral  angle  tender- 
ness. By  the  second  post-partum  morning,  she 
was  unable  to  extend  her  right  leg,  had  a 
temperature  of  39°C,  and  tachycardia  of  120 
beats  per  minute. 

Laboratory  tests  revealed  a hematocrit  of 
25.9%,  hemoglobin  of  8.8  grams,  and  WBC  of 
11,500  (48  polys,  25  bands,  23  lymphocytes). 
Clotting  factors,  SMA-12,  and  urinalysis  were 
normal.  An  intravenous  pyelogram  was 
normal.  Sonography  revealed  an  irregular  13 
X 9 X 7 cm  right  flank  mass  in  the  retroperi- 
toneum.  A 5 x 8 cm  mass  over  the  right  psoas 
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muscle,  interpreted  as  an  “organized  hema- 
toma, rule  out  superimposed  abscess.  . . rule 
out  foreign  material. . .”  was  demonstrated  by 
CT  scan  (Fig.  1). 

The  patient  was  placed  on  triple  antibiotic 
coverage  (ampicillin,  clindamycin,  and  genta- 
micin) and  taken  to  the  operating  room  on  the 
third  post-partum  day.  Through  a right  flank 
incision,  a large  abscess  cavity  was  encoun- 
tered in  the  retroperitoneum,  which  contained 
approximately  one  liter  of  grossly  purulent 
material.  The  cavity  was  thoroughly  explored, 
and  in  the  process  the  retained  pool  cue  tip  was 
discovered  (Figs.  2a  and  b).  The  cavity, 
approximately  8x12  cm,  was  then  copiously 
irrigated  with  saline  solution  and  drained 
with  large  sump  tubes.  Intraoperative  aerobic 
and  anaerobic  cultures  grew  Escherichia  coli, 
alpha-hemolytic  streptococci,  and  mixed  anaer- 
obic flora. 
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FIGURE  2A 

Lateral  view  of  recovered  foreign  body. 


FIGURE  2B 

Frontal  view  of  recovered  foreign  body. 


The  patient  quickly  defervesced  and  her 
tenderness  rapidly  abated.  On  her  seventh 
post-operative  day,  antibiotics  were  discon- 
tinued and  the  drainage  tubes  were  removed. 
She  was  discharged  the  following  day  and  has 
been  without  further  problems. 

DISCUSSION 

We  have  presented  a case  of  colonic  per- 
foration secondary  to  impalement  by  a pool 
cue  stick.  It  is  interesting  to  note  that  the 
initial  injury  not  only  perforated  the  rectosig- 
moid in  two  regions,  but  also  lacerated  the 
right  psoas  muscle  and  apparently  left  a 
retained  foreign  body  within  that  retroperi- 
toneal space.  According  to  D.M.  Gibson,  et  al, 
exploration  of  the  retroperitoneum  should  be 
considered  to  remove  missiles  that  have  per- 


forated the  colon  in  order  to  prevent  abscess 
formation.'^  In  their  series,  abscess  formation 
usually  occurred  within  one  month  of  the 
initial  operative  procedure  for  penetrating 
abdominal  trauma,  and  all  57  abscesses  that 
developed  occurred  within  87  days. 

Because  of  this  experience  of  late  abscess 
formation  three  years  following  an  impalement 
injury,  we  support  the  recommendation  that 
foreign  bodies  which  have  perforated  the  colon 
be  removed  to  prevent  deep  retroperitoneal 
abscess  formation. 
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NEW  CA57LE  • HEARING  • SPEECH  • VEST1BU 
GOOD  HEARING  FOR  BETTER  LIVING 


New  Castle  Hearing  Speech  Vestibular  Center  is  pleased  to  announce  that 

Beverly  H.  Lofquist,  M.S., Speech-Language  Pathologist, 

has  joined  the  Center  on  a full-time  basis. 

The  Center  is  providing  speech-language  evaluations  and  therapy,  as  well  as  administration  of 
the  Communications-Based  Preschool. 

Other  services  provided  by  the  Center  include: 

hearing  evaluations,  industrial  conservation  hearing  tests,  audiometric 

brainstem  testing,  electronystagmography,  and  computerized  hearing  aid  dispensing. 

The  Center  serves  infants  through  adults  with  day,  evening,  and  Saturday  hours. 

700  North  Clayton  Street  100  Christiana  Road 

Wilmington,  Delaware  19805  New  Castle,  Delaware  19720 


• COMPUTERIZED  HEARING  AND  DISPENSING 

• HEARING  TESTING  AND  CONSULTATION 

• CERTIFIED,  LICENSED  AUDIOLOGISTS 

• SPEECH,  LANGUAGE,  EVALUATIONS  AND  THERAPY 

• CONSULTING  PHYSICIAN  ON  STAFF 

700  North  Clayton  Street  100  Christiana  Road 

Wilmington,  Delaware  19805  New  Castle,  Delaware  19720 


Call:  (302)  654-HEAR  Call:  (302)  762-HEAR 


Call:  (302)  654-HEAR 


Call:  (302)  762-HEAR 


Owner 

Emilio  R.  Valdes,  Jr.,  M.D. 


NEW  CASTIE  • HEARING  • SPEECH  • VESTIBULAR  CENTER 
GOOD  HEARING  FOR  BETTER  LIVING  FOUNDED  IN  197J 


Owner:  Emilio  R.  Valdes.  Jr.,  M.D. 


STREET  DRUG  USE  IN  DELAWARE 


Mario  Pazzaglini,  Ph.D. 


INTRODUCTION 

Since  1967, 1 have  been  researching  the  use 
of  street  drugs  in  Delaware  and  the  relation- 
ship of  this  use  to  street  drug  use  throughout 
the  United  States.  Data  for  this  study  have 
been  accumulated  from  two  sources:  infor- 
mation gathered  within  the  context  of  drug 
and  alcohol  treatment  services  in  Delaware 
and  elsewhere  (California,  New  York,  Boston, 
Washington  D.C.,  Baltimore,  Miami)  and  from 
street  interviews  with  actual  drug  users  and 
dealers.  I have  interviewed  people  from  a wide 
range  of  socio-economic  and  ethnic  groups,  in 
schools,  on  the  street,  in  neighborhoods,  and 
in  industry.  The  basic  and  most  obvious 
finding  of  my  endeavor  is  that  much  of 
Delaware’s  population  is  profoundly  involved 
in  the  use  and  abuse  of  street  drugs. 

LOCATION  AND  REPUTATION  OF 
DELAWARE 

Delaware  is  located  on  several  important 
drug  trafficking  routes,  so  that  when  Newark, 
Delaware  is  compared  with  a similarly  sized 
city  in  the  mid-west,  there  is  a much  greater 
exposure  to  drugs  in  Newark.  The  same  can  be 
said  for  the  entire  state:  Delaware  is  exposed  to 
a tremendous  amount  of  drug  traffic.  The 
main  avenues  for  this  traffic  are:  the  major 

1 )r.  PazzaKlini  is  a licensed  psycholofrisl  with  a private  practice  in  Delaware. 
He  is  also  an  administrator  and  stafTpsych(»loijist  for  the  Delaware  Bureau  r»f 
Alcoholism  and  1 )ruj;  Abuse,  a staff  psycholo^jist  at  St.  Francis  Hospital  in 
Wilmin^^ton.  a clinical  instructor  at  Jefferson  Medical  ('olle^e  in  Philadelphia, 
and  an  adjunct  assistant  profess<»r  at  Tniversity  of  Delaware. 
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highways  (eg,  Routes  T95,  U.S.  40,  13  and  1), 
and  an  influx  from  out-of-state  through 
channels  of  business,  resorts,  schools,  and 
airports.  Delaware  is  known  for  the  intensity 
of  its  drug  consumption  along  the  Eastern 
Seaboard;  dealers  and  users  in  New  York  City, 
Boston,  Miami,  Washington,  D.C.,  and  Balti- 
more know  of  Newark,  Wilmington,  Dover, 
and  Rehoboth  Beach  as  high  drug  use  areas. 
Further,  since  street  consumption  of  drugs  in 
Delaware  is  so  unsophisticated  (ie,  people  tend 
not  to  know  what  they  are  taking),  bad  batches 
of  drugs  or  highly  adulterated  drugs  can  be 
easily  peddled  here.  Pushers  know  this  and 
use  it  to  dispose  of  poor  quality  drugs. 

POOR  STREET  QUALITY  OF  DRUGS 

For  some  reason,  drug  users  in  Delaware 
have  gradually  lost  their  specific  preferences 
for  particular  kinds  of  drugs  and  tend  rather  to 
use  anything  that  comes  along.  This  is  in 
contrast  to  findings  in  1970  when  there  was  a 
high  specificity  to  street  drug  use:  LSD  users 
wanted  LSD;  speed  users  wanted  speed,  etc. 
Beginning  in  about  1975,  this  specificity  began 
to  disappear  and  is  currently  by  and  large 
gone,  especially  in  adolescent  users. 

In  addition,  drugs  offered  on  the  street 
rarely  turn  out  to  be  exactly  what  users  think 
they  are  buying.  For  instance,  marihuana 
may  contain,  in  addition  or  in  substitution, 
substances  such  as  PCP,  oregano,  parsley, 
boxwood,  jimson  weed,  ordinary  lawn  grass, 
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catnip,  etc.  As  a result,  even  when  clients  and 
patients  are  cooperative  in  giving  a drug 
history,  they  very  often  do  not  know  them- 
selves what  they  have  taken.  Most  of  the 
marijuana  in  this  area,  probably  about  80%, 
contains  at  least  the  adulterant  PCP,  and  less 
commonly,  jimson  weed.  Angel  dust,  a specific 
name  for  cocaine  in  the  1950s,  has  now  come  to 
mean  PCP  or  any  of  the  group  of  drugs 
including  speed,  cocaine,  marijuana,  PCP, 
jimson  weed,  ground-up  aspirin,  bleach, 
scrapings  off  batteries,  quaaludes,  and  others. 
Often  these  agents  are  found  in  combinations. 
Knowing  that  a patient  has  taken  “angel 
dust”  or  any  other  specific  drug  by  street  name 
gives  us  no  information  about  what  the  drug 
user  actually  has  been  using,  but  does  inform 
us  that  the  patient  is  probably  heavily  involved 
with  drugs. 

DEMOGRAPHICS 

In  answer  to  the  question,  what  kinds  of 
people  are  taking  drugs  in  this  area,  the 
answer  is  practically  all  kinds.  Drug  abuse 
begins  at  about  age  ten,  and  becomes  a real 
problem  in  the  13  to  15  year  old  age  group.  At 
the  other  end  of  the  age  spectrum,  it  is  not 
uncommon  to  find  people  past  retirement  age 
involved  in  Valium  and  amphetamine  abuse. 
These  people  obtain  their  drugs  through 
prescriptions,  but  also,  more  surprisingly, 
commonly  buy  drugs  in  the  streets.  In  between 
these  two  extremes  all  types  of  patterns  of 
drug  abuse  exist.  About  30%  of  white  collar 
workers  (25-40  age  group),  for  instance,  are 
using  some  drug  besides  alcohol  on  weekends. 
Of  these,  about  10%  are  using  cocaine,  speed, 
cough  syrup,  and/or  heroin  on  a recreational 
basis.  It  is  impossible  now  to  assume  the 
absence  of  drug  abuse  simply  because  someone 
looks  like  he  is  not  taking  drugs,  or  “doesn’t 
look  like  the  type.” 

Another  change  that  has  taken  place  in 
street  drug  abuse  is  the  exploration  of  combi- 
nations and  new  compounds.  Dealers  are  now 
making  up  batches  of  mixtures  of  drugs  so 
that  users  can  obtain  multiple  effects.  An 
example  of  this  is  “space  basing,”  where 
mixtures  of  PCP  and  cocaine  in  the  form  of 
crack  are  smoked  together  for  a prolonged 
effect  and  a more  profound  high.  Another 
mixture  bought  on  the  street  by  white  collar 
workers  is  cough  syrup  mixed  with  PCP  and  a 
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combination  of  speed  and/or  cocaine,  bar- 
biturates, and  opiates.  This  goes  under  the 
name  of  “lick,”  and  “cakes  and  syrup.”  Still 
another  mixture  currently  used  is  black  bag, 
sometimes  a mixture  of  PCP  and  heroin. 

Another  trend  in  Delaware,  as  everywhere 
in  the  United  States,  is  the  increased  use  of 
alcohol  with  all  drugs.  Since  this  is  not  an 
article  on  alcohol  abuse,  it  is  sufficient  but 
important  to  say  that  alcohol  is  the  number 
one  substance  of  abuse,  and  its  abuse  is 
increasing. 

Finally,  mention  should  be  made  of  some  of 
the  ancillary  activities  which  exist  along  with 
drug  abuse.  Two  examples  are  suffocation  and 
electronic  devices. 

There  is  an  increasing  use  of  suffocation  as 
a means  of  transiently  intensifying  the  high 
from  some  drugs.  This  is  achieved  at  times  by 
hanging  rituals  that  often  lead  to  what  finally 
appears  to  be  suicide.  The  essential  elements 
of  this  ritual  usually  include  the  taking  of  a 
drug,  the  use  of  some  type  of  noose  or  belt 
around  the  neck  to  limit  oxygen  flow,  and 
concomitant  masturbation. 

In  New  York  and  California,  street  users  are 
beginning  to  experiment  with  electronic 
devices  that  produce  direct  brain  stimulation, 
with  the  goal  of  producing  highs  and  altered 
states  of  awareness.  This,  of  course,  will 
ultimately  present  interesting  legal  as  well  as 
clinical  issues. 

DRUG  CLASSIFICATIONS 

The  second  part  of  this  report  is  a brief 
sketch  of  the  classes  of  compounds  currently 
available  on  the  streets.  Street  drugs  are  not 
categorized  along  biochemical  lines,  but  are 
classified  by  their  effects,  route  of  adminis- 
tration, and  vague  drug  classes.  Figure  1 
outlines  the  present  classes  of  street  drugs. 
The  basic  four  classes  are:  ups,  downs,  highs, 
and  inhalants. 

The  first  class,  ups  or  uppers,  includes 
substances  that  produce  an  elevation  in  mood. 
Some  street  names  applicable  here  are  speed, 
crank,  bennies,  caffeine,  MDA,  crack,  cocoa 
paste,  diet  pills,  and  sprite.  These  all  are  used 
to  produce  “energy”  and/or  euphoria.  Side 
effects  include  anxiety,  occasional  psychotic 
states,  and  post-use  depression.  This  class  of 
drugs  is  especially  popular  in  Delaware. 

The  second  category,  downs,  are  substances 
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FIGURE  1 

STREET  DRUGS  IN  USE 
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used  to  produce  feelings  of  calm  and  relaxation 
to  the  point  at  times  of  stupor.  The  major  suh- 
categories  of  substances  in  this  group  are 
alcohol,  opiates  such  as  opium,  morphine, 
heroin,  and  methadone,  barbiturates  and  like 
substances  (quaalude  is  still  available  on  the 
streets),  major  and  minor  tranquilizers  such 
as  Valium,  and  cough  syrups  or  lick.  This 
entire  class,  which  produces  physical  addiction 
and  subsequent  withdrawal  syndromes,  is 
often  used  with  or  after  uppers  to  balance  the 
effects. 

The  third  category,  highs,  are  substances 
used  to  alter  perception  and/or  states  of 
consciousness.  These  include  the  various  forms 
of  marijuana  including  grass,  exotics,  hashish 
and  hash  oil,  PCP  or  phencyclidene,  LSD, 
Special  K (a  form  of  ketamine),  jimson  weed, 
peyote,  yohimbe  (a  hallucinogen  from  South 
America),  and  nutmeg,  of  which  large  quan- 
tities are  necessary.  Side  effects  of  these  drugs 
include  transient  anxiety  syndromes  and  toxic 
psychotic  states. 

The  fourth  group  is  the  inhalants,  sub- 
stances taken  into  the  nose  as  a vapor.  These 
include  glue,  gasoline,  poppers  (amyl  nitrite, 
butyl  nitrite  and  isobutyl  nitrite),  whippets 
(N2O),  the  insecticide  Raid,  the  cooking  oil 
PAM,  freon,  cleaning  fluids,  Vicks  inhalers 
(which  can  be  altered  to  produce  amphetamine- 
like substances)  ether,  acetone,  ZING,  ZOOM, 
RUSH,  locker  room  aroma  (all  types  of 
poppers),  Wite-Out,  and  clove  cigarettes.  The 
dangers  in  this  category  are  numerous,  ranging 
from  chemical  pneumonia  and  suffocation,  to 
frank  tissue  and  neurological  damage. 

The  following  are  new  and  mixed  categories 
appearing  on  the  street:  illegal  steroids  and 
hormones  used  for  weight  training;  illegal 
antibiotics  used  for  highs  and  prophylaxis  for 
AIDS  (a  street  myth);  multiples,  the  com- 
pounded drug  mixtures  (eg,  black  bag);  look- 
alikes  which  are  compounded  to  look  like  other 
drugs  (eg,  caffeine  packaged  to  look  like 
amphetamines);  designer  drugs,  ie,  newly 
developed  compounds  which  are  not  yet  illegal; 
and  electronic  devices  used  to  alter  mood, 
perception,  or  states  of  consciousness. 

SUMMARY 

This  report  is  meant  only  as  a sketchy 
introduction  to  the  complex  issue  of  street 
drugs.  Each  drug  in  each  category  has  a 
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complete  history  of  its  own,  and  a specific 
syndrome  that  accompanies  its  use.  Street 
drug  use  can  seriously  cloud  clinical  pictures 
and  therefore,  evaluation  and  diagnosis.  This 
can  certainly  complicate  treatment,  especially, 
for  example,  in  disorders  such  as  diabetes, 
epilepsy,  high  blood  pressure,  and  mental 
illness.  It  is  estimated  that  about  20%  of  any 
patient  population  is  using  something  besides 
marijuana  and  alcohol.  This  fact  should 
produce  extreme  caution  and  care  in  evaluating 
and  medicating  patients  with  possible  drug 
abuse.  The  current  furor  over  drug  abuse 
implies  that  a new  level  of  abuse  has  been 
reached  of  late  when  in  fact,  current  levels  of 
drug  abuse  have  existed  for  at  least  ten  years. 
Illicit  drug  use  is  a massive  problem  with 
clinical,  social,  legal,  and  economic  reper- 
cussions. It  is  by  now  so  deeply  entrenched  as 
part  of  our  culture  that  it  may  be  almost 
impossible  to  eradicate  without  substantial 
heroic  measures  on  the  part  of  law  enforcement 
and  other  supportive  agencies. 

A good  book  to  use  as  a compendium  of 
drugs  available  on  the  street  is  Chocolate  to 
Morphine  - Understanding  Mind  Active  Drugs, 
by  Andrew  Weil,  M.D.  and  Winifred  Rosen, 
published  in  1983  by  Houghton-Mifflin, 
Company.  Although  it  is  gradually  becoming 
out-of-date,  and  leaving  some  of  its  attitudes 
about  drugs  aside,  it  is  a good  introduction  to 
drug  abuse. 
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HB4:  LET’S  GET  IT  PASSED 


In  1985,  a national  coalition  of  the  American 
Heart,  Lung,  and  Cancer  Societies  was  formed 
in  order  to  coordinate  the  efforts  of  all  three 
organizations  in  the  field  of  smoking  and 
health.  In  Delaware,  we  have  concentrated  our 
efforts  on  passing  a bill  prohibiting  smoking 
in  public  places.  We  are  now  close  to  our  goal. 

The  Surgeon  General  has  recognized  for 
many  years  that  tobacco  smoke  is  probably 
the  number  one  menace  to  public  health.  The 
scientific  evidence  indicating  tobacco  smoke 
as  a primary  cause  of  lung  cancer  was  noted  in 
the  first  report  of  the  Surgeon  General  in  the 
late  1950s.  Today,  we  know  that  tobacco  smoke 
is  responsible  for  300,000  premature  deaths, 
including  many  deaths  from  cancers  of  the 
lung,  larynx,  pharynx,  oral  cavity,  esophagus, 
kidney,  pancreas,  and  bladder,  as  well  as 
deaths  from  chronic  obstructive  lung  diseases. 
Smoking  in  pregnancy  is  associated  with 
retarded  fetal  growth,  spontaneous  abortion, 
and  prenatal  death,  as  well  as  impairment  of 
growth  in  early  childhood.  More  recently,  the 
effects  of  smoking  on  the  non-smoker  have 
become  a concern  of  physicians  and  scientists. 
Environmental  tobacco  smoke,  sometimes 
known  as  side  stream  smoke  or  passive  smoke. 


contains  the  same  carcinogens  as  direct  smoke. 

In  some  instances  the  concentrations  of 
these  toxic  and  carcinogenic  substances  is 
higher  in  the  environmental  smoke  than  in 
direct  smoke.  The  Delaware  House  of  Represen- 
tatives has  passed  HB  4,  prohibiting  smoking 
in  public  places,  during  the  last  session.  We 
are  anxiously  awaiting  the  introduction  and 
passage  of  the  bill  in  the  state  Senate. 

One  need  only  look  at  data  on  women  to 
identify  tobacco  smoke  as  the  causative  factor 
of  many  di-seases.  The  figures  on  morbidity 
and  mortality  concerning  tobacco  smoke- 
related  diseases  have  steadily  increased  as 
more  and  more  women  have  increased  their 
smoking.  To  make  matters  much  worse,  the 
number  of  women  who  have  stopped  smoking 
is  far  fewer  than  the  number  of  men  who  have 
done  so.  Thus  we  will  see  the  figures  for 
morbidity  and  mortality  in  women  continue  to 
increase  from  diseases  related  to  tobacco 
smoke. 

We  know  the  high  costs  involved  in  treat- 
ment of  patients  and  their  tobacco-related 
diseases.  Many  more  working  hours  are  lost 
and  the  cost  to  employers  is  high. 
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POSITION 

WANTED 

D.O.,  Board  Eligible  in 
Family  Practice  seeks 
. employment  or  practice 
opportunity  (full/part  time) 
in  Wilmington  vicinity. 

Please  send  inquiries  to: 

Dept.  DMJ, 

Medical  Society 
of  Delaware, 

1925  Lovering  Avenue, 
Wilmington,  Delaware, 
19806. 


I also  ask  you  to  contact  Governor  Castle  to 
put  this  legislation  on  his  so-called  “want  list.” 
The  volunteers  who  have  worked  on  the 
coalition  have  spent  much  time  on  this  project 
and  are  continuously  frustrated  as  day  hy  day 
additional  states  and  municipalities  pass 
legislation  of  this  type,  while  Delaware  has 
not  done  so. 

We  have  seen  a great  growth  in  the  business 
health  of  Delaware.  Why  not  better  the  health 
of  the  First  State’s  citizens? 

Richard  F.  Brams,  M.D. 


800-222-EYES:  DELAWARE  EYE  PHYSICIANS 
HELP  ELDERLY  RESIDENTS 

A total  of  nine  elderly  Delaware  residents 
have  been  examined  and  treated  for  diabetic 
retinopathy,  a potentially  blinding  eye  disease, 
in  a public  service  program  sponsored  by  the 
state’s  eye  physicians  and  surgeons.  In 
addition,  the  program  has  uncovered  more 
than  189  cases  of  cataracts,  18  cases  of 


I know  that  every  physician  who  reads  this 
editorial  frequently  identifies  potentially 
serious  problems  related  to  tobacco  smoke 
exposure.  Therefore,  I hope  that  this  will 
stimulate  you  to  contact  personally  your  state 
senator  to  encourage  passage  of  HB  4. 
Delaware  is  one  of  approximately  ten  states 
that  has  not  passed  some  sort  of  non-smoking 
legislation.  Indeed,  the  only  related  statute  in 
Delaware  concerns  prohibition  of  smoking  on 
public  transportation.  It  is  important  for  all  of 
us  to  make  our  feelings  known,  so  that  this 
vital  legislation  can  be  passed. 

In  my  own  practice  I see  on  a daily  basis  the 
harm  done  to  the  smoker,  and  even  worse,  to 
the  children  of  smokers,  who  often  suffer  from 
respiratory  allergy.  It  is  a tragedy  to  see  a 
child  suffering  from  asthma  who  lives  in  a 
home  where  one  or  both  parents  smoke.  The 
frequency  of  exacerbations  of  asthma  and 
other  respiratory  infections  in  these  children 
is  very  high.  The  children  require  higher  doses 
of  medications,  especially  theophylline,  due  to 
the  more  rapid  metabolism  of  the  medication. 
These  children  miss  school,  adversely  affecting 
their  educations. 


Free! 

Physician’s  Handbook 
for  Medical  Management 
of  Alcohol  and 
Drug^Related  Problems 

by  Devenyi  and  Saunders. 

Co-published  by  the  Addiction 
Research  Foundation  and  the  Ontario 
Medical  Association. 

Contact  us.  Call  (302)  836-1200 
today. 
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glaucoma,  and  40  cases  of  macular  degener- 
ation. 

Since  it  started  in  March  1986,  more  than 
939  Delaware  residents  have  called  the  toll- 
free  Helpline  of  the  National  Eye  Care  Project, 
sponsored  by  the  Foundation  of  the  American 
Academy  of  Ophthalmology  and  the  Delaware 
Academy  of  Ophthalmology.  Nationwide, 
more  than  185,000  people  have  dialed  the  toll- 
free  Helpline. 

The  elderly  often  feel  that  nothing  can  be 
done  to  prevent  blindness,  or  they  lack  the 
financial  resources  to  seek  needed  treatment. 
The  Academy  is  working  to  remove  these 
obstacles.  Of  the  patients  who  have  called  the 
Helpline,  34%  had  never  had  an  eye  exam  until 
they  called  the  toll-free  number. 

By  calling  the  Helpline,  U.S.  citizens  or  legal 
residents  65  years  and  older  who  do  not 
already  have  access  to  an  eye  physician  are 
eligible  to  receive  services.  Volunteer  ophthal- 
mologists treat  program  participants  at  no 
out-of-pocket  cost  to  the  patient,  and  will 
accept  Medicare  assignment  or  insurance 
coverage  as  payment  in  full  (for  this  project 
only).  For  the  truly  needy  with  no  Medicare 
coverage,  care  is  offered  without  charge.  Infor- 
mation on  eye  diseases  affecting  the  elderly  is 
sent  to  all  interested  callers. 

Through  the  Eye  Care  Project,  ophthal- 
mologists work  with  local  hospitals  to  make 
hospital  care  available  at  no  cost  for  those  who 
need  it.  Hospital  charges,  eye  glasses,  and 
prescription  drugs  are  not  paid  through  the 
program. 

The  National  Eye  Care  Project  is  open 


weekdays,  8:00  a.m.  to  5:00  p.m.  The  Helpline 
number  is  800-222-EYES. 

Ralph  Milner,  M.D. 

President 

Delaware  Academy  of  Ophthalmology 

THE  RETURN  OF  PSYCHIATRY  TO 
MEDICINE 

Recently,  my  close  friend  and  colleague, 
Paul  Fink,  M.D.,  was  chosen  as  President- 
Elect  of  the  American  Psychiatric  Association, 
a national  medical  organization  representing 
over  30,000  psychiatrists  in  the  United  States 
and  several  foreign  countries.  Most  significant 
to  us  is  that  Paul  has  been  a leader  in  the  fight 
against  stigmatization  of  psychiatry  and  its 
corollary,  isolation  from  the  rest  of  the  medical 
profession. 

Historically,  psychiatry  had  seemed  to  have 
drifted  away  from  its  medical  roots.  Several 
forces  have  been  indicated  as  causing  the 
drift.  New  research  techniques  and  discoveries 
changed  the  practice  of  medicine.  Since  these 
techniques  appeared  to  be  only  barely  applic- 
able to  the  clinical  practice  of  psychiatry,  a 
scientific  rift  developed  between  psychiatry 
and  the  rest  of  the  profession.  At  the  same 
time,  the  techniques  that  dominated  clinical 
psychiatry  in  the  first  half  of  the  centry  did 
not  include  the  use  of  specific  medicines  or 
procedures.  In  fact,  at  one  time  those  who 
utilized  somatic  therapies  were  considered  to 
be  second  class  psychiatrists.  Unfortunately, 
psychoanalytically-oriented  psychotherapy 
was  easily  practiced  by  non-medical  practi- 
tioners, including  well-trained  psychologists. 
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social  workers,  and  lately,  nurses.  That  led  to 
even  further  alienation  of  the  treatment  of 
mentally  ill  and  emotionally  disturbed 
patients  from  the  majority  of  medical  practice. 
As  psychotherapy  appeared  to  become  more 
non-medical,  insurance  companies  found  it 
easier  to  limit  services  given  to  psychiatric 
patients.  Those  limitations  were  aided  and 
abetted  by  community  apathy  and  denial 
masquerading  as  indifference  by  insurance 
purchasers  who  wished  to  ignore  the  possi- 
bility that  they  would  ever  need  mental  health 
care.  Psychiatry  developed  into  an  embattled 
profession,  stimulating  some  psychiatrists  to 
wonder  whether  their  profession  could  ever  be 
saved. 

It  could  not  be  denied,  however,  that 
psychiatrists  had  stimulated  their  alienation 
from  other  medical  colleagues  through  lack  of 
participation  in  the  medical  community  and 
lack  of  interaction  with  their  colleagues.  They 
considered  isolation,  stemming  from  the 
psychoanalytic  model,  to  be  in  the  best 
interests  of  the  practice  of  psychiatry.  The 
psychoanalytic  model  taught  that  psychia- 
trists should  practice  in  splendid  isolation  in  a 
private  consulting  room.  They  believed  that 
any  public  appearances  or  statements  would 
create  or  stimulate  anti-therapeutic  problems 
with  the  individual  patients  they  treated. 
Isolation  was  thus  justified  and  praised. 

As  the  economic  climate  changed,  psychia- 
trists found  that  they  could  no  longer  offer 
what  they  considered  to  be  the  best  services  to 
their  patients.  Forces  that  they  had  not  been 
used  to  dealing  with  began  to  dictate  how  they 
would  practice.  Gradually,  without  recognizing 
it,  the  psychiatric  community  in  Delaware 
was  driven  into  a new  attitude.  Recognizing 
that  the  profession  could  only  be  saved  through 
greater  interaction  with  medical  colleagues 
and  more  forceful  statements  in  support  of 
good  mental  health  care,  a group  of  psychia- 
trists became  active  and  even  militant  in 
taking  the  case  of  adequate  provision  for 
services  to  their  patients.  A new  organization. 
The  Psychiatric  Physicians  of  Delaware,  has 
been  formed  to  implement  this  new  activism. 
The  organization  has  already  begun  negotia- 
tions with  one  health  care  deliverer  in 
Delaware  and  has  investigated  the  possibility 
of  discussions  with  other  health  care  givers. 


ATTENTION 
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space  available  suitable  for 
Orthopedic  Surgeon 
(part-time  or  full-time). 
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Community  interest  has  also  begun  to  be 
stimulated  along  the  same  lines.  A new 
organization  with  a strong  Delaware  branch, 
the  Alliance  for  the  Mentally  111  in  Delaware 
(AMID),  gives  promise  to  becoming  the  most 
militant  of  any  patient  group  in  the  United 
States.  AMID  is  ready  to  work  toward  the 
removal  of  discrimination  against  the  delivery 
of  mental  health  services  to  patients,  and  the 
development  of  adequate  services  for  mental 
health  patients.  Cooperation  between  AMID 
and  The  Psychiatric  Physicians  of  Delaware 
has  increased,  and  promises  to  grow  even 
stronger. 

Though  I have  concentrated  on  the  problems 
facing  psychiatric  physicians  in  Delaware,  it 
should  not  be  forgotten  that  other  medical 
specialists  and  family  practitioners  in  our 
state  have  also  encountered  the  same  problems, 
albeit  in  slightly  different  form,  as  the 
psychiatrist.  For  this  reason,  I urge  psychia- 
trists and  physicians  who  deliver  all  kinds  of 
services  to  patients  to  develop  stronger  partner- 
ships for  the  practice  of  good  medicine,  and  for 


the  most  efficacious  delivery  of  services  to  our 
mutual  patients. 

As  Bob  Dylan  proclaimed,  “It  doesn’t  take  a 
weatherman”  to  achieve  needed  change. 

Harold  Graff,  M.D. 

A SORDID  TALE  OF  THREE  PRESCRIPTIONS 
AND  WHAT  THEY  COST 

Three  women,  two  of  them  patients  of 
mine,  recently  went  to  China.  My  two  came  to 
me  for  a myriad  of  “shots”  and  for  various 
prescriptions,  including  malaria  prophy- 
laxis. I gave  each  of  the  two  ladies  a pre- 
scription for  enough  chloraquine  to  take  one 
dose  a week  starting  a couple  of  weeks  before 
their  trip,  continuing  during  the  trip,  and  for 
six  weeks  after.  Ruth  and  Dorothy,*  who  had 
come  to  see  me  together  for  their  shots  and  for 
the  discussion  of  indicated  medications,  went 
off  with  identical  prescriptions  for  generic 
chloraquine. 

Ruth  then  went  by  herself  to  a reputable 
pharmacy  and  had  hers  filled  for  $3.97. 
*Not  their  real  names. 
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Dorothy,  bearing  the  identical  prescription, 
and  Jenny,  the  third  friend,  bearing  her  own 
doctor’s  prescription  for  the  same  drug,  went 
off  to  a different  drugstore.  Dorothy  is  a mem- 
ber of  the  Cigna  IPA;  she  paid  her  copay 
charge  of  $3  without  even  noting  the  total 
cost  of  her  medicine. 

Jenny,  not  a member  of  any  plan  which 
purchases  medications  for  its  enrollees,  but 
who  already  knew  what  Ruth  had  been 
charged,  was  aghast  when  told  that  the 
charge  for  hers  came  to  $30-plus.  Conster- 
nation! Incredulity!  At  this  point,  Dorothy 
checked  to  see  the  full  charge  of  her  drug,  the 
one  for  which  she  had  only  to  pay  $3,  and 
found  it  was  also  $30-plus.  Yet  this  was 
supposedly  the  same  medicine  which  Ruth 
had  already  obtained  at  a different  store  and 
for  so  much  less  money,  less  than  $4.  How  to 
explain? 

There  must  have  been  some  mistake,  either 
in  drugstore  A or  drugstore  B.  They  figured 
that  the  cheaper  charge  must  be  the  one  in 
error,  and  maybe  I had  even  written  the 
prescription  in  some  faulty  manner.  Horror 
of  horrors,  in  all  likelihood  their  friend  Ruth 
was  on  the  verge  of  carrying  off  to  China  an 
incorrectly  filled  prescription. 

As  soon  as  they  got  home  they  telephoned 
Ruth  to  tell  her  that  her  prescription  had 
probably  been  filled  wrong  since  it  cost  so 
much  less  than  theirs,  and  also  because  it 
was  labeled  differently  than  Dorothy’s  prescrip- 
tion, even  though  they  had  been  written  at 
the  same  time  by  me. 

This  serious  and  mysterious  matter  called 
for  another  office  visit,  medicine  bottles  in 
hand  for  me  to  sort  out.  It  is,  as  they  say,  not  a 
pretty  story,  and  a rather  aggravating  one. 

The  prescription  which  had  been  filled  cor- 
rectly with  respect  to  contents  and  label  was 
Ruth’s:  generic  chloraquine,  inexpensive,  and 
what  I had  ordered  for  both  my  patients. 
Dorothy’s  bottle  was  labeled  Aralen,  (Win- 
throp-Breon)  brand  name  chloraquine,  not 
what  I had  ordered,  an  unauthorized,  ex- 
pensive substitution  which  the  patient  would 
never  have  known  about  if  her  friend  had  not 
had  an  Aralen  prescription  from  another 
doctor  filled  at  the  same  time.  The  pharmacist 
at  the  drugstore  which  had  filled  the  pricey 
“scrips,”  admitted  my  directions  had  been  to 
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use  generic  chloraquine  and  it  had  been  a 
mistake  to  fill  it  with  Aralen.  I asked  if  the 
“mistake”  could  have  been  facilitated  by  the 
fact  that  an  IPA  patient  might  not  notice  and 
wouldn’t  personally  be  required  to  pay  for  the 
more  expensive,  trademarked  chloraquine. 
The  pharmacist  was  aghast  at  this  suggestion 
which  I nevertheless  must  consider  tenable. 

This  is,  unfortunately,  not  the  only  exper- 
ience I have  had  recently  with  prescriptions 
filled  and  labeled  in  very  surprising  and  in- 
correct ways.  Must  we  add  to  our  responsi- 
bilities reading  every  bottle  of  medicine  dis- 
pensed at  our  behest?  Many  of  the  other 
errors  I have  recently  encountered  were  more 
egregious  than  merely  a matter  of  money. 

(By  the  way,  all  three  of  the  ladies  had  a 
wonderful  time  in  China,  faithfully  took  their 
chloraquine  whether  it  was  generic  or  Aralen, 
and  escaped  potential  infection  by  Chinese 
mosquitoes.  I just  hope  the  group  doesn’t 
travel  anywhere  again  very  soon;  at  least, 
not  anywhere  involving  me.) 

Bernadine  Z.  Paulshock,  M.D. 
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Book  Reviews 


E.  Wayne  Martz,  M.D.,  Book  Review  Editor 


COPING  IN  MEDICAL  SCHOOL,  by  Bernard 
Virshup,  M.D.  New  York,  W.W.  Norton  & 
Company.  1986, 130  pp.  Price  $8.95. 

This  book  is  designed  to  be  a guide  to  help 
the  medical  student  cope  with  the  stressful 
years  of  medical  school.  Written  by  Dr. 
Virshup,  a retired  cardiologist  and  currently 
an  instructor  at  the  University  of  Southern 
California  School  of  Medicine,  the  book  deals 
with  the  psychosocial  aspects  of  the  medical 
school  experience.  The  stress  of  learning  a 
tremendous  amount  of  information  in  a short 
period  of  time,  the  medical  student’s  fears  of 
failure  and  inadequacy,  and  the  effects  on  the 
student’s  personal  and  social  life  are  discussed 
in  detail.  The  author  offers  his  insights  into 
medical  school  life  and  suggests  ways  to 
develop  coping  skills  to  effectively  deal  with 
the  stressors. 

The  book  consists  of  14  chapters  and  dis- 
cusses meeting  one’s  own  needs  in  medical 
school,  accepting  and  limiting  responsibility, 
building  a caring  and  support  network,  listen- 
ing to  and  evaluating  one’s  own  internal 
critics,  considering  security  needs,  and  actualiz- 
ing one’s  potential.  Also  emphasized  are 
handling  anger,  guilt,  and  depression  while 
maintaining  independence,  identity,  intuition, 
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creativity,  and  self-esteem. 

The  author  includes  many  anecdotes  to 
illustrate  his  point  of  view.  Also,  each  chapter 
contains  psychological  exercises  designed  to 
put  students  in  touch  with  their  feelings  and  to 
develop  coping  mechanisms. 

The  book,  which  is  clear  and  easy  to  read, 
makes  some  important  points  and  accurately 
describes  the  conflicts  and  stresses  in  medical 
school,  but  I thought  many  of  the  psycho- 
logical exercises  were  impractical  and  inane. 
The  book  is  quickly  read  and  should  be  of 
interest  to  medical  students  and  interested 
physicians. 

Bruce  N.  Benge 
Mr.  Benge  is  a fourth  year  student  at  Jefferson 
Medical  School. 

THE  PEOPLE’S  MEDICAL  MANUAL,  by 
Howard  R.  Lewis  and  Martha  E.  Lewis.  New 

York,  Doubleday  & Company.  1986,  578  pp. 
Price  $19.95. 

To  date,  this  is  one  of  the  finest  medical 
manuals  for  the  layman  I have  encountered. 
The  authors  begin  by  telling  the  reader  that 
the  purpose  of  the  book  is  to  supplement  their 
doctor,  not  replace  him.  And,  this  it  does  very 
well.  It  contains  532  entries  and  160  illustra- 
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tions.  I am  especially  pleased  that  it  not  only 
includes  the  expected  health  tips  and  infor- 
mation, but  also  a significant  amount  of  safety 
and  accident-prevention  advice.  The  book  is 
organized  to  lead  the  reader  to  information 
quickly.  For  easy  access,  the  entries  are  listed 
alphabetically,  and  cover  everything  from 
first-aid  for  abdominal  injuries  to  removal  of 
skin  trapped  in  a zipper. 

The  information  is  presented  in  a concise, 
objective  manner,  and  is  uniformly  accurate. 
Where  appropriate,  each  entry  begins  with  a 
discussion  of  emergency  care.  Also,  the  entries 
are  titled  in  layman’s  terms,  such  as  whooping 
cough  and  hives.  The  terminology  used  is  very 
clear  and  understandable,  without  being  patron- 
izing. The  abundant  illustrations  and  tables 
supplement  the  text  very  well. 

Of  all  the  “how  to”  medical  manuals  avail- 
able for  the  layman,  this  one  seems  far 
superior.  In  fact,  this  book  is  so  good,  I 
recommend  it  as  a reference  for  both  your 
patients  and  your  office  staff. 

Raymond  R.  Strocko,  M.D. 


BEDSIDE  MANNERS:  THE  TROUBLED 
HISTORY  OF  DOCTORS  AND  PATIENTS,  by 
Edward  Shorter.  New  York,  Simon  and 
Schuster.  1985,  316  pp.  Price  $18.95. 

The  author  is  a Ph.D.  professor  of  History  at 
the  University  of  Toronto  and  is  married  to  an 
M.D.  In  preparation  for  this  book,  he  attended 
medical  school  classes  part  time  for  four  years 
and  participated  as  an  observer  in  many 
clinical  medical  settings. 

The  book  is  a history  of  medicine  which 
traces  the  changes  in  the  physician-patient 
relationship  during  the  past  200  years.  Dr. 
Shorter’s  story  is  full  of  clinical  case  histories 
which  demonstrate  the  great  psychological 
overlay  in  physical  illness.  He  says  that 
almost  one-third  of  all  the  disorders  a doctor 
sees  are  psychological  in  origin.  He  decries  the 
fact  that  the  new  surge  for  “patients’  rights” 
has  strained  the  patient-physician  relation- 
ship and  weakened  the  power  of  the  doctor  to 
heal  by  his  powers  of  empathy,  concern, 
explanation,  and  support. 

The  other  factor  which  has  diminished  the 
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We  can  help  you 
get  to  the  heart 
of  the  problem 


When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Bolter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


\ 


CONSULTANTS: 

Vidya  V.  Sagar,  M.D. 

Paul  C.  Pennock,  M.D. 

Edward  M.  Goldenberg,  M.D. 
Richard  F.  Gordon,  M.D. 

Arthur  W.  Colbourn,  M.D. 
Michael  E.  Stillabower,  M.D. 
Barry  S.  Denenberg,  M.D. 

A.  Henry  Clagett,  Jr.,  M.D. 
Thomas  A.  Maxwell.  M.D. 
Kredric  M.  Davis,  D.O. 

Roger  B.  Thomas.  Jr.,  M.D. 

C.  Richard  Sharbaugh.  D.O. 
Robert  Jones,  M.D. 

Edward  J.  McConnell,  III.  M.  D. 


OIRD14C 

DMGNOSTIC 

CENTER 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wilmington,  DE  19810 


FAMILY  PRACTICE  CENTER,  DOVER,  DE 

The  Family  Practice  Center  of  Dover,  DE*  is  seeking  an  additional  Board  Certified 
Family  Practitioner  to  complete  its  anticipated  1987-1988  staffing  needs. 

F.P.C.  is  an  outstanding  career  opportunity;  featuring: 

• Strong,  professional  environment 

• Competitive  salary 

• Full  benefits  [including  401(k)] 

• Ideal  area  for  work,  family  and  recreation 

• Paid  malpractice  insurance 

• Coverage  for  vacation  and  days  off 

• Predictable  working  hours 

• Paid  continuing  education 

Interested  parties  are  invited  to  send  C.V.  to: 

Stephen  R.  Permut,  M.D. 

Medical  Director,  BCBS  of  DE 
P.O.  Box  8792 
Wilmington,  DE  19899 

*F.P.C.  is  a component  of  Total  Health,  Inc.  — a division  of  Blue  Cross  Blue  Shield  of  Delaware,  Inc. 
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Jefferson  Medical  College 
of 

Thomas  Jefferson  University 
and 

The  U.S.  Virgin  Islands  Medical  Society 
present 


LIVER  AND  GASTROINTESTINAL  DISEASE  UPDATE  1 988 


March  13-17, 1988 
at  the 

Frenchman’s  Reef  Beach  Resort 
St.  Thomas,  United  States  Virgin  Islands 

featuring 

Lawrence  S.  Friedman,  M.D.  |_j||jan  a.  Miller 

Willis  C.  Maddrey,  M.D.  Patricia  Rhymer  Todman 

Francis  E.  Rosato,  M.D. 


For  further  information  and  registration,  contact  the  Office  of  Continuing  Medical 
Education,  Jefferson  Medical  College,  1025  Walnut  Street,  Room  G-3,  Phila- 
delphia, PA  19107  (215)  928-6992. 


Book  Reviews 


doctor’s  effectiveness  therapeutically  is  the 
rush  of  time.  With  a very  brief  period  allotted 
for  consultation,  the  physician  by  his  rapid 
fire  questions  quickly  induces  the  patient  to 
state  some  chief  complaint,  then  keeps  ques- 
tioning the  patient  to  elaborate  on  it.  If, 
instead,  the  doctor  would  listen  while  he  let  the 
patient  talk  and  tell  his  story  in  his  own  way, 
the  real  underlying  diagnosis  would  come 
forth. 

Dr.  Shorter  sums  it  up  well: 

Listening  is  the  main  kind  of  informal 
psychotherapy  the  family  doctor  is  able 
to  conduct.  Listening,  rather  than  drugs, 
is  his  major  ally  against  diseases  arising 
from  the  mind.  The  doctor  must.  . .use 
himself  as  a drug.  It  is  his  own  concern, 
expressed  in  willingness  to  listen  at- 
tentively, that  may  produce  a cure. 

David  Platt,  M.D. 


THE  PERSISTING  OSLER,  by  Jeremiah  Baron- 
dess,  M.D.,  John  P.  McGovern,  M.D.,  and 
Charles  G.  Roland,  M.D.  Baltimore,  Univer- 
sity Park  Press.  1986,  318  pp.  Price  $45.00. 


A nuising  center  so  nice, 
he  still  calls  it  Gmndma^  house. 


Living  in  a nursing  center  should  be  just  as  nice  as  living 
in  your  own  home.  And  that's  why  Leader  Nursing  Centers 
are  dedicated  to  giving  people  the  same  quality  of  life  they’ve 
always  enjoyed. 

But  it’s  not  just  the  warm,  relaxed  surroundings  that 
make  Leader  so  special.  It’s  the  attitude  which  flourishes  in  such 
a pleasant  environment.  Our  residents  develop  a more  positive 
oudook.  And  this,  paired  with  the  best  nursing 
care  available,  can  shorten  recovery  time. 

Visit  a Leader  Nursing  Center  soon. 

It’s  a place  so  special  even  a child 

^ , j.J  NURSING  AND  REHABILITATION  CENTER 

C^Tl  see  tile  QiXiereriCe.  * M>mbo o* TT» Mwwr l lwwic««< corwnunwt 


This  is  a selection  from  the  first  decade  of 
transactions  of  The  American  Osier  Society 
which  have  been  presented  at  their  annual 
meetings.  The  creation  of  this  collection  of 
papers  stems  from  the  fact  that  no  specific 
Oslerian  periodical  or  journal  has  ever  been 
developed  despite  tremendous  interest  among 
physicians  regarding  Sir  William  Osier.  The 
collection  of  papers  is  dedicated  to  the  influ- 
ence that  he  had  on  physicians  and  on 
medicine  as  an  institution.  As  the  editors  point 
out  in  their  introduction,  physicians  continue 
to  be  fascinated  by  this  man  65  years  after  his 
death.  His  personal  characteristics  epitomize 
many  of  the  classic  roles  of  the  physician: 
healer,  scholar,  and  teacher.  Historically,  he  is 
a member  of  a “distinguished  lineage  which 
includes  philosophers,  poets,  and  essayists.” 
Clearly  he  embodied  lifelong  education  as 
being  synonymous  with  the  name  “physician.” 
I recommend  this  to  all  physicians  as  a 
fascinating  look  at  the  history  of  medicine  in 
this  country,  and  as  a scholarly  treatise 
regarding  one  of  medicine’s  most  fascinating 
and  important  personalities. 

James  H.  Newman,  M.D. 


700  Foulk  Road  • Wilmington,  Delaware  19803  • (302)764—0181 

^ 1985  Manor  Healthcare  Corp. 


PRACTICAL  ASPECTS  OF  DRUG  UTILIZA- 
TION REVIEW,  edited  by  Byron  Breedlove, 
Don  Meadows,  Julie  Sobin,  and  Marjorie 
Woodruff.  Atlanta,  American  Health  Con- 
sultants. 1987,  169  pp.  Price  $79.00. 

This  book  is  a condensate  of  the  1985 
National  Conference  on  Drug  Utilization 
Review,  convened  by  American  Health  Con- 
sultants and  cosponsored  by  four  monthly 
newsletters:  Drug  Utilization  Review, 
Hospital  Infection  Control,  Hospital  Risk 
Management,  and  Hospital  Peer  Review. 

The  15  contributors,  primarily  M.D.s  and 
pharmacists,  all  lecturers  at  the  Conference, 
collaborate  here  to  produce  what  is  primarily  a 
“how  to”  book,  a practical  guide  to  setting  up 
and  operating  a good  in-hospital  drug  utiliza- 
tion review  program  which  will  both  improve 
patient  care  and  cut  costs. 
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If  it  were  only  that,  I would  have  found  it 
dull  reading.  But  I was  pleasantly  surprised  to 
find  many  sections  not  only  highly  readable, 
but  clinically  practical.  Among  these  are  the 
sections  on  choice  of  antibiotics,  rational  use 
of  chemotherapeutic  drugs,  changing  prescrib- 
ing patterns,  monitoring  of  antihypertensive 
agents,  new  uses  of  calcium  channel  blockers, 
and  how  to  avoid  lawsuits. 

This  book  is  not  only  a must  for  those 
involved  in  hospital  drug  utilization  review, 
but  is  also  worthwhile  for  any  physician  in 
active  clinical  practice. 

David  Platt,  M.D. 


WE  HAVE  BOOKS 

If  you’ve  never  reviewed  a book  but  would 
like  to,  stop  by  the  Journal  office  and  see  what 
is  available.  At  the  same  time,  learn  the  book 
review  rules,  which  are  quite  simple.  If  wehave 
nothing  that  appeals  to  you,  let  us  know;  we 
will  be  glad  to  order  it  for  you. 


MEDICAL 
PRACTICE 
SALES  AND 
APPRAISALS 

We  specialize  in  the 
valuation  and  selling  of 
medical  practices.  If 
interested  in  buying  or 
selling  a medical  practice 
contact  our 
Brokerage  Division  at 
The  Health  Care  Group, 
400  GSB  Building, 
Bala  Cynwyd,  Pa.  19004 
(215)  667-8630. 


Omega  Professional  Center 

Final  Phase  Now  Available  For  Sale  or  Lease 


Omega  Professional  Center  offers  a great 
location,  plus  flexible,  custom-designed 
office,  laboratory  and  operations  space  for 
medical  and  other  professional  uses. 

So  forget  the  downtown  commute;  leave 
the  over-priced,  impersonal  office  building 
behind;  heighten  your  corporate  identity... 
Come  to  Omega  Professional  Center  in 
Tiewark,  Delaware. 

• Adjacent  to  Christiana  Hospital  and  HMO 
of  Blue  Cross-Blue  Shield 

• Easy  access  to  1-95,  Delaware  Memorial 
Bridge,  University  of  Delaware  and 
downtown  Wilmington 

• Minutes  from  Christiana  Mall  and 
Hilton  Hotel 

• Units  from  1,200  SF  to  13,000  SF 

• Custom-designed  interiors  to  meet 
specific  individual  needs 


• Professional  condominium  manage- 
ment staff 

• 100%  steel,  brick  and  thermal  glass 
construction 

For  more  information  call  (502)  568-7190. 

COMIMINWEIIlTH/McCONNEU  &ASSOCIAnS,INC. 

413  White  Clay  Center  Drive,  Newark,  DE  19711 
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CORRECTION 


An  important  phrase  in  a key  sentence 
was  inadvertently  omitted  from  the  article, 
“Exercise  Testing  In  The  Asymptomatic 
Subject,”  by  Alfleri  and  Lombardi,  which 
appeared  on  page  601  in  the  September  1987 
issue  of  the  Delaware  Medical  Journal.  The 
correct  version  is  as  follows:  “All  of  these 
variables  relate  to  Baye’s  theorem  which 
states  that  the  lower  the  prevalence  of 
disease  in  a given  population  the  greater  the 
likelihood  that  a positive  test  designed  to 
detect  that  disease  will  be  falsely  positive.” 


NOW  AVAILABLE! 

Beautiful  100%  silk  MSD  ties. 

The  Medical  Society  of  Delaware 
Auxiliary  has  available  fine 
quality  100%  pure  silk  ties  in  four 
colors  with  the  Medical  Society 
seal  and  banner. 

Colors  are:  navy,  ruby, 
sable,  and  gray. 

$25.00  per  tie  (boxed). 

All  profits  to  be  donated  to 
(AMA-ERF)  DIMER. 

To  order,  contact  any  Auxiliary 
member,  or  the  Medical  Society 
office  at  658-7596. 


A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  hove  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package,  There'll  be  more  time  to  spend  with  your  family, 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


Capt.  Alice  C.  Murphy 
(301)  436-1570 


In  Brief 


PHYSICIANS’  DO  YOU  KNOW  AN  IMPAIRED  PHYSICIAN  OR  A PHYSICIAN  IN 
HEALTH  TROUBLE?  The  Physicians’  Health  Committee  wishes  to  help.  Please 
COMMITTEE  (302)  654-1001.  The  anonymity  of  the  caller  is  assured. 


CLINICAL  MEETINGS  AND  NOTICES 


CONFERENCE  The  Ninth  Annual  Family  Practice  Update  will  be  held  February  15-20, 
ON  THE  BEACH  Daytona  Beach,  Florida.  Twenty-seven  AMA  Category  I credit  hours 

will  be  offered  for  the  entire  program.  For  more  information,  write  Linda 
Huger,  Conference  Coordinator,  Conference  on  the  Beach,  Halifax  Medical 
Center,  Family  Practice  Residency  Program,  PO  Box  1990,  Daytona  Beach, 
Florida,  32015.  Reservations  should  be  made  prior  to  January  15,  1988. 


AMERICAN 
INSTITUTE  OF 
POST 

GRADUATE 

EDUCATION 


Four  programs,  to  be  held  in  January,  February  and  March,  are  designed 
for  emergency  and  primary  care  physicians.  They  cover  in-depth  aspects  of 
various  pertinent  clinical  topics  and  provide  a case-oriented  review  of  the 
most  common  and  difficult  problems  of  emergency  medicine.  The  programs 
will  be  held  either  in  Hawaii  or  Snowbird,  Utah.  Each  course  is  approved  for 
21  hours  of  AMA  Category  1 credit  hours.  For  more  information,  contact 
Edith  Bookstein,  PO  Box  2586,  La  Jolla,  California,  92038  or  call  619-454-3212. 


GRANT-IN-AID 

RESEARCH 

FUNDS 


The  American  Heart  Association  of  Delaware  is  offering  research  support 
in  the  area  of  cardiovascular  disease.  Applicants  must  possess  an  advanced 
degree  (M.D.,  Ph.D.,  D.V.M.)  and  must  apply  by  December  31, 1987.  Grant-In- 
Aid  applications  may  be  obtained  by  calling  the  American  Heart  Association 
of  Delaware  at  654-5269. 


PEDIATRIC 
UPDATE  IN 
MEXICO 


Schneider  Children’s  Hospital  of  Long  Island  Jewish  Medical  Center  will 
hold  their  17th  Annual  Pediatric  Postgraduate  Course,  Pediatric  Update  1988 
at  Camino  Real,  Puerto  Vallarta,  Mexico,  January  12-17,  1988.  Eighteen 
credit  hours  of  AMA  Category  I will  be  offered.  For  more  information,  contact 
Ann  J.  Boehme,  Associate  Director  for  Continuing  Education,  Schneider 
Children’s  Hospital  of  Long  Island  Jewish  Medical  Center,  New  Hyde  Park, 
New  York  11042,  or  call  718-470-8650. 


HOME  HEALTH  CARE  CENTER 


• wheel  chairs 

• WALKING  AIDS 

• T E N.S  UNITS 

• BATHROOM 
SAFETY  AIDS 


SURGICAL  SUPPORTS 
ORTHOPEDIC  BRACES 
SPORT  SUPPORTS 
ELASTIC  STOCKINGS 
TRUSSES 


SERVING  THE  MEDICAL  PROFESSION 
FOR  OVER  A QUARTER  CENTURY" 


SALES  608  NO  UNION  STREET 

RENTALS  WILM  DEL 

service  phone  652-0300 


President’s  Page 


REFLECTIONS  ON  THE  HIPPOCRATIC  OATH 


I am  greatly  honored  by  my  succession  to  the 
presidency  of  the  Medical  Society  of  Delaware.  I 
am  fully  aware  of  the  attendant  responsibilities  of 
this  office  in  what  will  be  the  199th  year  since  the 
founding  of  the  Medical  Society  of  Delaware,  and 
incidentally,  the  200th  year  of  the  United  States 
Constitution. 

It  is  gratifying  to  consider  that  the  same 
philosophical  and  intellectual  climate  that  fostered 
that  greatest  of  governmental  documents,  the 
United  States  Constitution,  was  simultaneously  at 
work  at  the  time  of  the  founding  of  our  Medical 
Society. 

The  long  and  noteworthy  history  of  this  Society 
is  secure,  but  the  present  and  future  present  no 
shortage  of  problems  and  challenges. 

The  costs  and  availability  of  medical  mal- 
practice insurance  continue  to  threaten  the  very 
existence  of  independent  medical  practice.  The 
Blue  Ribbon  Panel,  named  by  Peter  R.  Coggins, 
M.D.,  and  chaired  by  Ben  Corballis,  M.D.,  superbly 
defined  and  identified  the  particular  Delaware 
malpractice  experience  and  the  most  pressing 
issue  of  continued  availability  of  malpractice 
insurance  for  Delaware  physicians.  Alternative 
malpractice  insurance  must  be  in  place  should  our 
current  insurance  become  prohibitively  expensive 
or  unavailable.  Development  of  an  insurance  pool- 
-a  risk  retention  group-will  be  under  active  study 
and  investigation  by  an  insurance  industry 
evaluation  subcommittee  headed  by  Dr.  Corballis. 
Implementation  of  the  other  recommendations  of 
the  report  of  the  Blue  Ribbon  Panel  will  be  a 
priority  of  the  Medical  Society  in  the  coming  year. 

It  behooves  all  Delaware  physicians  to  person- 
ally acquaint  themselves  with  this  sobering  and 
incisive  report,  which  appeared  in  the  July,  1987 
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issue  of  the  Delaware  Medical  Journal.  It  is  clear 
that  our  most  important  advocates  and  allies  in 
the  malpractice  crises  are  our  patients.  We  must 
personally  educate  them  regarding  malpractice, 
and  we  must  actively  reach  out  and  seek  the  help  of 
our  patients  against  this  common  threat  to  quality 
medical  care. 

The  practice  of  medicine  has  probably  never 
been  beset  by  such  volatile  social  and  economic 
forces:  deteriorating  and  hostile  physician-patient 
relationships,  discriminatory  fee  freezes  by  the 
federal  government,  corporate  medicine,  the 
famous  alphabet  soup  of  health  care  organizations, 
physician  over-supply,  and  the  proliferation  of 
non-physician  health  practitioners. 

If  we  are  in  the  waning  hours  of  the  practice  of 
medicine  as  we  know  it,  our  epitaph  shall  be, 
“American  medicine  remained  faithful  to  the  end 
to  its  twin  principles.”  First  principle:  avoid 
organization  and  involvement.  Second  principle: 
when  threatened,  become  more  non-involved  and 
more  disorganized. 

In  1962,  74%  of  eligible  physicians  were  AMA 
members.  In  1987,  this  number  has  fallen  to  45% 
Many  physicians  maintain  an  aversion  to  the  very 
term  “organized  medicine,”  reflecting  perhaps  a 
certain  anachronistic  arrogance  from  an  earlier, 
more  simplistic  era'  of  medicine.  Organized 
medicine,  in  turn,  is  often  a catch-word  for  the 
AMA.  But  make  no  mistake.  Our  county  medical 
societies,  the  Medical  Society  of  Delaware,  and  the 
AMA  are  all  organized  medicine.  Each  functions 
interdependently  in  its  own  locus  of  activity.  You 
are  all  too  well  aware  that  more  and  more  of  our 
medical  practice  decisions  and  the  quality  of 
medical  care  delivered  to  our  patients  are  being 
determined  and  decided  in  Washington  and  in 
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corporate  boardrooms.  To  those  of  you  who  can 
personally  formulate  and  deliver  your  views  in 
Washington  and  in  other  centers  of  influence  in  a 
timely,  appropriate  and  effective  fashion,  you  may 
have  no  need  for  organized  medicine.  To  others  of 
us,  I say  the  alternative  for  organized  medicine  at 
the  county,  state,  and  national  level,  is  dis- 
organized medicine.  It  is  medicine  without  an 
agenda  and  platform.  It  is  medicine  without  a 
unified  voice.  It  is  also  irresponsible  medicine, 
because  it  is  an  abdication  of  our  responsibility  to 
our  profession  and  our  patients  to  speak  out  on 
health  issues  to  those  who  are  shaping  medicine. 

To  this  end,  I pledge  to  work  to  increase  the 
membership  of  the  county  and  state  medical 
societies  and  the  AMA.  The  good  offices  of  the 
Medical  Society  of  Delaware  Auxiliary  will  be 
utilized  to  help  accomplish  this,  beginning  at  the 
county  level. 

As  physicians,  we  are  bound  together  in  a noble 
profession,  not  by  a common  intellectual  discipline 
or  medical  degree,  but  by  an  oath.  This  is  an 
ancient  concept  perhaps,  but  we  are  an  ancient 
profession  with  time  honored  tradition. 

In  the  words  of  our  Hippocratic  oath,  “I  will 
follow  that  method  of  treatment  which,  according 
to  my  ability  and  judgment,  I consider  for  the 
benefit  of  my  patients.”  Therein  are  universal 
precepts  which  are  valid  today  and  are  clearly 
applicable  to  many  of  the  ethical  and  moral 
dilemmas  besetting  and  dividing  us:  gatekeepers 
and  the  blocking  of  access  to  medical  care,  the 
DRG  dilemma  in  the  outlier  patient,  a physician 
strike  or  slow-down,  and  treatment  or  non- 
treatment of  certain  communicable  diseases.  The 
physician  is  not  a businessman  selling  his  medical 
wares  to  a customer,  but  a profession!  treating  a 
dependent,  vulnerable,  ill  patient  in  a unique 
relationship  demanding  altruism  and  trust. 
Medicine  is  not  a business  or  occupation  driven  by 
profit  and  selfinterest,  but  a profession  based  on 
the  very  effacement  of  self-interest  and  bound  by 
an  oath.  A philosophical  and  moral  rededication  to 
the  principles  of  that  oath  by  the  members  of  the 
Medical  Society  of  Delaware  could  have  only  a 
salutatory  effect.  I propose  that  a joint  renewal  of 
the  profession  of  the  Hippocratic  oath  by  the 
Medical  Society  of  Delaware  members  becomes 
part  of  the  annual  meeting  of  this  body. 

The  history  of  the  Medical  Society  of  Delaware  is 
distinguished.  For  nearly  199  years  it  has  been 
served  and  led  by  physicians  of  intellect  and  good 
will.  It  is  humbling  that  today  I begin  to  write  my 
part  of  the  history  of  this  Society.  I shall  need  all  of 
your  help,  and  all  of  your  good  will. 


YOU  NAME  IT  ^ 
WE  LEASE  IT. 

.\t  Delaware  .\uto  Leasing  we  pro\  ide: 

□ No  down  payment.  □ 12  to  60-month  lease  plans. 

□ No  e.xtra  charge  for  purchase  option.  □ Extended 
service  contracts.  □ Cash  or  trade  for  your  present 
car  or  truck.  □ Executive  leasing  plans  a\  ailable  with 
personalized  ser\ice  including  pick-up  and  deli\ery. 

□ Loaner  cars  available.  □ Whether  you  need  one 

car  or  a fleet,  call  - (302)  656-3154. 


'87  NISSAN 
SENTRA 

$139* 

'87  HONDA 
ACCORD 

$164* 

'87  NISSAN 
200  SX 

$193* 

'87  HONDA 
PRELUDE 

$195* 

'87  FORD 
TAURUS  SEDAN 

$196* 

'87  MAZDA 
626  DELUXE 

$198* 

'87  CHEVROLET 
Z28  CAMARO 

$232* 

'87  MAZDA 
RX7 

$239* 

'87  STERLING 
MODEL  S 

$299* 

'87  STERLING 
MODEL  SL 

$379* 

'87  NISSAN 
300ZX 

$309* 

'87  CADILLAC 
SEDAN  DE  VILLE 

$349* 

'87  CADILLAC 
EL  DORADO 

$358* 

'87  190 
MERCEDES 

$418* 

'87  CADILLAC 
BROUGHAM 

$399* 

CADILLAC 

LIMOUSINE 

$518* 

*60  MOS.  CLOSED  END  LEASE.  >1000  down,  cash  or  trade.  1st  pay- 
ment, refundable  security  deposit  due  on  delivery.  Taxes,  tags,  extra. 
Multiply  60  mos.  times  payment  for  total  amount. 

Delaware 
Auto  Leasing 

1605  Pennsylvania  Ave..  Wilmington 

Phone  (302)  656-3154  ^ 


Del  Med  Jrl,  December  1987— Vol.  59,  No.  12 


Medical  Ethics 


This  has  been  taken  from  the  Current  Opinions  of  the  Council  on  Ethical 
and  Judicial  Affairs  of  the  American  Medical  Association,  and  is  provided 
as  a service  by  the  Ethics  Committee  of  the  Medical  Society  of  Delaware, 
Robert  W.  Frelick,  M.D.,  Chairman. 


8.08  LABORATORY  SERVICES 


(1)  A physician  should  not  misrepresent  or 
aid  in  the  misrepresentation  of  laboratory 
services  performed  and  supervised  by  a 
non-physician  as  the  physician’s  pro- 
fessional services.  Such  situations  could 
involve  a laboratory  owned  by  a physician 
who  directs  and  manages  its  financial 
and  business  affairs  with  no  professional 
medical  services  being  provided;  labo- 
ratory work  being  performed  by  techni- 
cians and  directly  supervised  by  a medical 
technologist  with  no  participation  by  the 
physician;  or  the  physician’s  name  being 
used  in  connection  with  the  laboratory  so 
as  to  create  the  appearance  that  it  is 
owned,  operated,  and  supervised  by  a 
physician  when  this  is  not  so. 

(2)  If  a laboratory  is  owned,  operated,  and 
supervised  by  a non-physician  in  accord- 
ance with  state  law  and  performs  tests 
exclusively  for  physicians  who  receive  the 
results  and  make  their  own  medical  inter- 
pretations, the  following  considerations 
would  apply: 

The  physician’s  ethical  responsibility  is 
to  provide  his  patients  with  high  quality 
services.  This  includes  services  which  he 
performs  personally  and  those  which  he 
delegates  to  others.  A physician  should 
not  utilize  the  services  of  any  laboratory, 
irrespective  of  whether  it  is  operated  by  a 
physician  or  non-physician,  unless  he  has 
the  utmost  confidence  in  the  quality  of  its 


services.  He  must  always  assume  personal 
responsibility  for  the  best  interests  of  his 
patients.  Medical  judgment  based  upon 
inferior  laboratory  work  is  likewise  in- 
ferior. Medical  considerations,  not  cost, 
must  be  paramount  when  the  physician 
chooses  a laboratory.  The  physician  who 
disregards  quality  as  the  primary  cri- 
terion or  who  chooses  a laboratory  solely 
because  it  provides  him  with  low  cost 
laboratory  services  on  which  he  charges 
the  patient  a profit,  is  not  acting  in  the 
best  interests  of  his  patient.  However,  if 
reliable,  quality  services  are  available  at  a 
lower  cost,  the  patient  should  have  the 
benefit  of  the  savings.  As  a professional, 
the  physician  is  entitled  to  fair  com- 
pensation for  his  services.  A physician 
should  not  charge  a markup,  commission, 
or  profit  on  the  services  rendered  by  others. 
A physician  should  not  charge  for  services 
that  are  not  provided.  A markup  is  an 
excessive  charge  that  exploits  patients  if 
it  is  nothing  more  than  a tacked  on  amount 
for  a service  already  provided  and  account- 
ed for  by  the  laboratory.  A physician  may 
make  an  acquisition  charge  or  processing 
charge.  The  patient  should  be  notified  of 
any  such  charge  in  advance.  (I,  II,  III,  IV, 
V)* 

*These  citations  refer  to  the  Principles  of  Medical  Ethics  which  may  be 

found  in  the  rear  of  the  1987-1988  Pictorial  Roster  of  the  Medical  Society  of 

Delaware 
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ROCHE  BIOMEDICAL 
LABORATORIES 


Q new  satellite 

RBL  FOULK  ROAD 
2000  Foulk  Road,  Suite  B 
Wilmington,  Delaware  19810 
(302)  475-4214 

a new  location  — MWED! 

RBL  WILMINGTON 
Suite  3A,  2300  Pennsylvania  Avenue 
Wilmington,  Delaware  19806 
(302)  656-1204 

• CALL  FOR  A CONSULTATION  (302)  998-5900  • 


RBL-NEV\IARK 

324  East  Main  Street 
Newark,  Delaware  19711 
(302  ) 737-4550 

RBL-HERITAGE 

2601  Annand  Drive — Suite  23 
Wilmington,  Delaware  19808 
(302)  998-5900 


OTHER  LOCATIONS 

RBL  OMEGA 

F-52  Omega  Drive 
Newark,  Delaware  19713 
(302)  738-7112 

RBL-WILMINGTON 

Augustine  Cut  Off 
Wilmington,  Delaware  19803 
(302)  571-8876 


RBL-DOVER 

1001  South  Bradford  Street 
Dover,  Delaware  19901 
(302)  678-2796 

RBL-CHRISTIANA 

420  Christiana  Medical  Center 
Newark,  Delaware  19702 
(302)  368-3959 


HOLTER  MONITORING 


HTLV-III  TESTING  AVAILABLE 

NO  PATIENT  TURNED  AWAY  FOR 
INABILITY  TO  PAY. 


We  can  help  you 
get  to  the  heart 
of  the  problem 

When  cardiac  testing  and  evaluation 
are  necessary,  refer  your  patients  to  the 
Cardiac  Diagnostic  Center.  You  can  be 
assured  that  they  will  receive  fast,  reliable, 
comprehensive,  non-invasive  testing. 

We  offer  a full  range  of  tests  and  services  including: 

• Cardiac  Doppler 

• Echocardiography 

• Multistage  treadmill  exercise  test  (Stress  Test) 

• Thallium-201  multistage  treadmill  exercise  test 

• Radionuclide  Ventriculography  Gated  Studies  (MUGA) 

• 24-hour  Dynamic  Holter  Monitoring 

• Electrocardiograms  (including  in-home) 

The  Cardiac  Diagnostic  Center  is  conveniently  located  in 
the  Limestone  Medical  Center.  For  appointments  and 
physician  verbal  reports  call  994-6500. 


OIRDMC 

DMGNOSTIC 

CENTER 


Suite  214 

Limestone  Medical  Center 
1941  Limestone  Road 
Wilmington,  DE  19808 


Unit  25 
The  Commons 
3520  Silverside  Road 
Wdmington,  DE  19810 


“Blue  Cross  Blue  Shield... 
after  loddi^  at  the  maitet, 
I knew 
I’d  found 
thebesf 


“Most  business  executives  know  that 
careful  consideration  of  the  competition 
is  essential  to  building  a solid  business. 

I make  business  decisions  for  Reston 
Corporation  after  I’ve  analyzed  the  mar- 
ket and  considered  all  the  facts. 

“And  the  facts  are  clear:  Blue  Cross 
Blue  Shield  has  the  widest  range  of 
health  care  options  available  in  Delaware. 
So,  employers  can  offer  the  right  choices 
at  the  right  price. 

“If  you’re  considering  health  care  cov- 
erage, the  facts  tell  the  story... more 
experience,  more  benefits...Blue  Cross 
Blue  Shield— it’s  all  you  need  to  know” 


Renee  Mosch,  Vice  President 
Reston  Corporation 


Make  the  health  care  choice 
that  makes  good  business  sense. 


Blue  Max® 

The  maximum  in 
health  care  choices  from 


Blue  Cross 
Blue  Shield 

of  Delaware 


CARRY  THE  CARING  CARD.® 
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INTRODUCTION 

Several  years  ago,  Dr.  Ruben  Teixido  noted 
an  unusual  change  in  the  incidence  of  early 
breast  cancer  at  The  Medical  Center  of 
Delaware  during  and  following  the  Breast 
Cancer  Demonstration  and  Detection  Project 
(BSDDP).i  During  the  BSDDP  between  1974 
and  1980, 48.4%  of  737  patients  treated  at  The 
Medical  Center  of  Delaware  had  breast  can- 
cers classified  as  early  or  in  situ.  This  dropped 
to  32.4%  of  86  patients  in  1981,  but  showed 
some  improvement  in  1982  to  38%  of  84 
patients,  while  72.2%  of  86  cases  found  in  the 
BCDDP  and  treated  at  The  Medical  Center  of 
Delaware  were  early  or  in  situ. 

This  study  of  breast  cancer  confirms  that  a 
downward  trend  in  early  cases  of  breast 

Dr.  Frelick  currently  is  coordinating  public  health  and  private  resources 
for  Delaware’s  chronic  disease  control  efforts. 

Dr.  Whitney  is  a general  surgeon  practicing  in  Wilmington,  and  is  the 
director  of  the  Cancer  Program  at  The  Medical  Center  of  Delaware. 

Dr.  Teixido  is  a general  surgeon  specializing  in  oncology  with  a private 
practice  in  Wilmington.  He  is  also  the  Director  of  the  Delaware  State  Tumor 
Registry. 
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cancer  in  a defined  population  in  New  Castle 
County,  Delaware,  was  found  following  the 
BCDDP  experience.  The  data  includes  those 
patients  treated  at  The  Medical  Center  of 
Delaware  from  New  Castle  County. 

Information  for  this  analysis  was  obtained 
from  the  Delaware  State  Cancer  Registry  and 
the  Delaware  BCDDP  follow-up  project.^  The 
registry  data  was  collected,  using  SEER 
criteria,  and  was  purged  of  duplications  and 
checked  for  quality  control  before  being 
entered  into  the  Rocky  Mountain  computer- 
ized tumor  registry  through  the  Delaware 
State  Cancer  Reporting  System.  The  registry 
data  classified  the  stages  as  in  situ,  localized, 
regional,  or  distant,  as  defined  by  the  Amer- 
ican College  of  Surgeons.^  Therefore,  some  of 
the  localized  lesions  would  not  fit  the  Joint 
Commission  on  Staging  definition  of  Stage 
I.‘‘  In  the  following  tables,  the  in  situ  patients 
are  not  calculated  as  part  of  the  early  stage  or 
localized  statistics.  The  BCDDP  data,  in- 
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TABLE  1 

NEW  CASES  OF  BREAST  CANCER 


Year 

Total 

Av/ 

Year 

Localized 

Insitu 

per/yr 

1970-73 

611 

152.7 

338 

4.1 

1974-73 

1146 

131 

670 

3.6 

1980-82 

536 

198.6 

246 

5.6 

1983-85 

697 

232.3 

310 

8.7 

eluding  the  follow-up  studies,  were  supported 
by  grants  from  the  N ational  Cancer  Institute 
and  the  American  Cancer  Society. 

STATISTICS 

From  1970  through  1973,  there  were  611 
women  patients  registered  in  New  Castle 
County  with  new  cases  of  breast  cancer,  of 
which  55%  had  localized  cancer. 

From  1974  through  1979  there  were  1146 
women  registered  with  breast  cancer  in  New 
Castle  County,  of  which  58%  had  localized 
cancer. 

From  1980  through  1982  there  were  596 
women  registered  with  new  cases  of  breast 
cancer  in  New  Castle  County,  of  which  41% 
were  localized  (Table  1). 

The  BCDDP  was  open  to  women  from  the 
entire  region,  and  70.8%  of  the  10,000  enrolled 
came  from  New  Castle  County.  There  is  a 
little  lag  time  in  the  follow-up  figures  after 
1979,  since  not  all  were  enrolled  at  the  same 
time.  Five  thousand  patients  were  recruited 
in  1973,  and  5,000  in  1974.  There  was  no 
overlap  of  patients,  but  those  accrued  in  1973 
completed  their  five  years  in  1978.  From  1974 
through  the  five  years  of  the  BCDDP  project, 
92  cases  of  breast  cancer  found  were  in  New 
Castle  County  enrollees;  66%  were  localized, 
and  three  had  insitu  lesions. 

From  1979  through  1983,  43  more  cancers 
were  found  in  the  same  groups  of  BCDDP 
patients,  of  which  59%  were  localized  (Table 
2). 


TABLE  2 

BREAST  CANCER  DEMONSTRATION 
AND  DETECTION  PROJECT 
Year  Total  N.C.  Localized  Insitu 

County 

1974-79  92  61  3 

1979-83  49  29  4 


TABLE  3 

TOTAL  NUMBER  PER  YEAR 


Year 

# 

70 

112 

71 

145 

72 

180 

73 

178 

74 

206 

75 

225 

76 

182 

77 

201 

Year 

# 

78 

215 

79 

189 

80 

205 

81 

200 

82 

202 

83 

208 

84 

226 

85 

257 

The  number  of  breast  cancers  registered  in 
New  Castle  County  from  1970  through  1985 
have  shown  a gradual  increase  (Table  3).  The 
greatest  jumps  in  incidence  occurred  in  1974- 
1975  and  in  1978.  There  is  no  evidence  that 
the  differences  are  from  less-than  complete 
recording  of  all  cases.  Only  a small  part  of  the 
increase  noted  in  1984  and  1985  can  be 
related  to  population  changes,  and  question- 
ably more  complete  reporting,  but  may  be  the 
result  of  more  cancers  in  an  aging  population, 
and/or  more  awareness  of  the  possibil- 
ity of  breast  cancer.  An  increased  incidence 
might  be  expected  during  the  BCDDP,  while  a 
decrease  might  be  anticipated  following  the 
extra  number  of  early  cases  picked  up  during 
the  project  years,  as  can  be  seen  in  1974-1975, 
1979-1980  and  1981  (Table  3). 

Examining  the  number  of  cases  by  age  to 
determine  if  some  of  the  increase  might  be 
due  to  a higher  incidence  among  young 
women  did  not  show  any  such  trend.  Instead, 
it  suggests'that  some  of  the  increase  might  be 
due  to  an  aging  population  (Table  4). 

In  1971-1973,  as  compared  to  1982-1985, 
there  were  more  younger  patients  (under  50 
by  10%),  and  in  the  increased  number  of  older 
patients  in  1982-1985,  the  percentage  of  early 
stage  patients  was  lower,  and  in  those  over  70 
years  there  were  more  late  stage  patients: 
13%  versus  8%  (Table  5). 

By  averaging  1972  and  1973  to  project  how 
many  new  early  cancers  might  be  expected 
without  BCDDP,  72  would  be  expected,  of 
which  61  were  found  in  the  approximately 
7,000  women  in  the  BCDDP  project.  The 
population  of  the  county  only  increased  by 
313,  or  .08%  during  that  time.  Overall,  12  new 
cases  more  than  estimated  were  seen  per  year 
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TABLE  4 

NUMBER  OF  CASES  BY  AGE 


years 

70-73 

74-73 

80-84 

85 

under  30 

7 

1 

17 

1 

4 

1 

3 

1 

30-33 

38 

6 

76 

6 

76 

7 

3 

4 

40-43 

145 

23 

207 

17 

140 

13 

38 

15 

50-59 

145 

23 

327 

27 

235 

22 

65 

25 

60-69 

138 

22 

300 

25 

290 

28 

77 

30 

over  70  yr 

156 

25 

292 

24 

305 

29 

65 

25 

IF  GROUPED 

under  33 

7 

7 

8 

5 

ages  40-49 

23 

17 

13 

15 

over  50 

70 

76 

79 

80 

in  the  county  during  the  BCDDP.  This,  interest- 
ingly enough,  is  equal  to  those  found  in  the 
project.  The  percentage  of  localized  tumors 
from  1974  through  1979  was  58%,  which  was 
only  slightly  higher  than  noted  prior  to  the 
BCDDP  (Table  1). 

The  number  of  New  Castle  County  women 
between  the  ages  of  40  through  70  between 
1974  and  1980  was  61,128,  according  to  census 
figures.^  Of  those,  the  7,000  in  the  BCDDP 
population  was  not  a self-selected  group  with 
greater-than-usual  likelihood  of  having  can- 
cer, but  presumably  represented  a group  of 
women  with  more-than-average  interest  in 
their  health  who  would  not  be  likely  to 
postpone  routine  or  symptomatic  visits  to 
their  physicians.  The  age  distribution  of  68% 
greater  than  50  years  old  suggests  that  the 
BCDDP  groups  were  younger  (32%  versus 
24%).  The  higher  percentage  of  younger 
patients  in  the  BCDDP  could  explain  the  lack 
of  incidence  difference. 

The  ratio  of  those  women  with  early  breast 
cancer  in  the  BCDDP  versus  the  county  as  a 


whole  can  be  seen  in  Table  6.  The  BCDDP 
breakdown  from  1980  through  1984  is  not 
available.  The  peak  year,  1975,  also  coincided 
with  the  widely  publicized  cancers  of  Mrs. 
Ford  and  Mrs.  Rockefeller.  The  dip  in  per- 
centage of  early  cases  in  1978  appeared  to  be 
associated  with  the  publicity  about  the 
possible  danger  of  radiation.  Because  of  that 
concern,  mammography  was  not  performed 
on  those  under  50  years  old  after  1978,  and  of 
those  over  50,  about  30%  also  chose  not  to 
have  that  study.  The  general  public  mirrored 
the  trend  of  fewer  mammograms. 

While  the  increase  in  early  cases  might 
have  been  expected  from  the  increased  aware- 
ness of  early  diagnosis  of  breast  cancer  during 
the  BCDDP,  the  drop  to  44%  of  localized 
breast  cancer  in  the  1980-1982  period  was 
unexpected.  A lower  incidence  might  have 
been  anticipated,  because  BCDDP  presum- 
ably picked  up  some  early  cases  which  might 
not  otherwise  have  been  detected  until  after 
1979.  The  figure  would  be  even  lower  (36%)  if 
the  early  cancers  picked  up  in  the  BCDDP 


TABLE  5 

STAGE  OF  PATIENTS 


YEARS  1971 

-73 

1982-85 

ages 

in- 

local 

reg 

dist. 

Total 

in- 

local 

reg 

dist. 

total 

situ 

situ 

40 

0 

20 

15 

0 

35(57%) 

1 

31 

21 

0 

53(58%) 

40-49 

1 

54 

45 

7 

107(50%) 

7 

55 

51 

8 

121(45%) 

50-69 

3 

135 

82 

20 

240(56%) 

20 

203 

210 

29 

462(43%) 

70 

0 

66 

47 

11 

124(53%) 

4 

106 

98 

30 

238(44%) 

total 

4 

275 

183 

38 

506 

32 

395 

380 

67 

874 
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TABLE  6 

BCDDP  vs  N.C.  County 


BCDDP 

Other  New  Castle  County 

localized 

% total 

in-situ 

localized 

% total 

in-situ 

1974 

9 

75 

0 

119 

57.7 

3 

1975 

20 

62 

0 

128 

57.1 

4 

1976 

14 

77 

0 

104 

56.5 

3 

1977 

3 

64 

1 

112 

56 

1 

1978 

5 

55 

2 

107 

49.7 

3 

1979 

4 

57 

0 

101 

49.7 

6 

1980 

84 

40.8 

7 

1981 

75 

37.5 

4 

1982 

85 

41.3 

6 

1983 

103 

43.5 

6 

1984 

104 

46 

4 

1985 

103 

40. 

16 

patients  were  not  included. 

The  causes  for  this  reduction  in  the  number 
of  early  cases  of  breast  cancer,  which  is  out  of 
proportion  to  the  number  actually  found, 
may  have  been  related  in  part  to  fewer  mam- 
mograms. Even  in  the  BCDDP  follow-up 
study  the  percentage  of  early  cases  dropped 
from  67%  to  62%,  and  only  one  of  the  42  cases 
found  in  that  group  was  detected  primarily  by 
mammography  (the  frequency  of  mammo- 
grams is  unknown).  However,  95%  of  the 
8,371  screenees  being  followed  practiced  breast 
self-examination,  although  only  70%  of  those 
over  50  years  of  age  and  66%  of  those  under  50 
practiced  BSE  six  or  more  times  per  year. 
Lead  time,  length  biases  or  “Will  Rogers” 
stage  shifting  are  hard  to  blame  since  the 
total  number  as  well  as  the  number  of 
advanced  cases  did  not  vary  much.  The  latter 
has  been  suggested  as  a method  of  recog- 
nizing the  presence  of  stage  shifting  (Table 
7).  In  fact,  strangely  enough,  there  were  a few 
more  advanced  cases  during  the  BCDDP 
study. 


TABLE  7 

STAGE  SHIFTING 


years 

advanced 

cases 

totals 

percent 

1971-73 

33 

615 

6.5 

1974-79 

103 

1218 

8.2 

1980-82 

42 

613 

6.8 

Therefore,  it  is  hypothesized  that  the  chief 
reason  for  the  drop  in  the  percentage  of  early 
breast  cancers  in  New  Castle  County  follow- 
ing the  BCDDP,  was  a loss  of  awareness  of 
the  possibility  of  breast  cancer  among  both 
physicians  and  women.  The  fear  of  radiation 
among  both  patients  and  physicians  also 
had  an  impact.  A 1983  survey  conducted  by 
the  American  Cancer  Society  among  phy- 
sicians showed  there  was  a significant  concern 
about  possible  radiation  damage  from  mammo- 
graphy.® In  addition,  the  decrease  of  early 
staged  patients  after  1980  shows  that  this 
was  largely  in  the  age  group  over  50  (Table  5), 
while  the  percentage  of  early  stage  cancers  in 
those  under  40  was  the  same  in  1971-1973  and 
1982-1985.  This  points  to  the  necessity  of 
reminding  physicians  and  women  over  50 
and  even  over  70  years  of  age  that  they  have 
an  increased  risk  for  getting  breast  cancer, 
and  breast  self-examination  and  mammo- 
graphy are  especially  helpful  in  that  age 
group. 

Fortunately,  the  percentage  of  early  stage 
breast  cancer  is  now  improving.  There  is  little 
doubt  that  long  term  survival  and  cure  rates 
in  breast  cancer  can  be  related  to  early 
detection  and  treatment.  This  has  far  more 
potential  for  survival  than  adjuvant  chemo- 
therapy. However,  adjuvant  chemotherapy  is 
of  definite  value  in  improving  survival  among 
those  with  positive  nodes  and  even  perhaps 
for  localized  lesions,  where  up  to  30%  of 
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ten  year  survival  rate  for  all  breast  cancer 
patients  drops  from  74.4%  for  localized  to  47% 
for  regional  according  to  the  Delaware 
figures.  The  national  overall  ten  year  survivor- 
ship in  the  BCDDP  was  79%,"^  while  the 
overall  rate  for  all  breast  cancer  in  Delaware 
was  56.7%.  The  SEER®  five  year  rates  were 
74%,  and  Delaware’s  were  74.3%.  Those  differ- 
ences can  probably  be  explained  by  variations 
in  statistical  calculations.  The  SEER  data 
also  demonstrates  the  importance  of  detecting 
and  treating  early  breast  cancer  to  improve 
the  survivorship,  since  96%  of  Stage  I lived 
five  years  but  only  82%  of  Stage  II  did  as  well. 

CONCLUSION 

This  study  confirms  the  need  for  contin- 
ually stimulating  an  awareness*  of  the  need 
for  early  diagnosis  of  breast  cancer  among 
physicians,  as  well  as  the  population  at  risk, 
and  especially  in  those  women  over  50  years 
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of  age.  The  value  of  mammography  in  asymp- 
tomatic women,  especially  those  at  high  risk, 
is  well  established.  Routine  mammography 
has  the  potential  of  improving  survival  by  at 
least  30%,  as  noted  in  the  American  Cancer 
Society  review  of  the  BCDDP  findings. 
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Magnetic  Resonance  Imaging  (MRI) 


\bur  doctor 
can  see  you 
now. 

And  better. 


CAT  scan 


Timely  and  accurate  medical  imaging  is 
crucial  to  your  physician's  work.  These  images 
help  in  making  accurate  diagnoses  and  plan- 
ning treatments. 

In  one  convenient  place  at  the  Omega 
Imaging  Center,  physicians  can  "see"  inside  their 
patients  with  state-of-the-art  imaging  equipment. 
Medical  imaging  offered  by  the  Center  includes: 

□ Magnetic  Resonance  Imaging  (MRI) 

□ CAT  Scan 

□ Out-patient  arteriogram 

□ Myelogram 

□ Arthrogram 

□ Barium  studies  of  the  stomach  and  bowels 

□ Kidney  X-rays 

□ AH  other  X-rays 

□ Ultrasound  and  mammogram 
by  arrangement 


Arteriogram 


An  expert  staff,  a comfortable  setting  and 
plenty  of  free  parking  make  each  patient's  visit  a 
pleasant  one.  Located  across  from  the  west 
entrance  to  the  Christiana  Hospital,  the  Center 
offers  patients  easy  access  via  1-95. 

For  more  information,  contact  your  physi- 
cian or  the  Omega  Imaging  Center  at  (302) 
738-9300.  Please  note  that  appointments  can  be 
made  only  through  a referring  physician. 


OMEGA 

IMAGIIMG 

CEIMTER 


Omega  Imaging  Center 

L6  Omega  Drive 
Omega  Professional  Center 
(across  from  Christiana  Hospital) 
Newark,  Delaware  19713 
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OBSERVATIONS  ON  THE  SURVIVAL  EXPERIENCE 
OF  THE  DELAWARE  BREAST  CANCER 
MANAGEMENT  PROGRAM:  1984  REPORT 


Leslie  W.  Whitney,  M.D. 
Suzanne  McDermott,  M.S. 


INTRODUCTION 

This  report  represents  the  most  recent 
follow-up  of  the  cohorts  of  women  accrued 
into  the  Breast  Cancer  Management  Program 
(BCMP)  from  July  1, 1974  through  December 
31,  1978.  There  were  970  unselected,  con- 
secutive breast  cancer  patients  entered  into 
the  study  during  the  initial  period. 

The  patients  of  one  surgeon  were  excluded 
at  his  request.  Otherwise,  to  the  best  of  our 
knowledge,  the  970  represents  the  total 
Delaware  female  breast  cancer  experience  for 
this  period  of  time. 

The  year  1984  represents  the  tenth  year  of 
follow-up  for  the  baseline  year  cohort  of 
women  who  had  breast  cancer  diagnosed  and 
treated  in  1974.  For  the  cohort  accrued  during 
1978,  it  was  the  sixth  year  of  follow-up. 

The  survival  data  were  collected  52%  of  the 
time  through  direct  mail  contact  with  the 
patients.  F or  the  women  who  did  not  respond 
to  direct  questionnaire  concerning  their 

Dr.  Whitney  is  a general  surgeon  with  a private  practice  in  Wilmington, 
and  is  the  director  of  the  Cancer  Program  at  The  Medical  Center  of 
Delaware. 

Ms.  McDermott  is  a consultant  epidemiologist  for  The  Medical  Center  of 
Delaware  Cancer  Program. 


status,  the  tumor  registry  was  used  (35.7%), 
as  was  the  Breast  Screening  Project  (10.3%). 
For  the  remaining  2%,  telephone  or  personal 
contact,  doctors’  office  records,  and  obituaries 
were  used. 

Of  the  970  women  admitted  to  the  Breast 
Cancer  Management  Program  (BCMP)  study, 
533,  or  57%  were  known  to  be  alive  in  1984. 
Overall,  the  survival  rate  experience  of  the 
BCMP  has  been  fairly  consistent  with  known 
breast  cancer  survival  data  for  Delaware  in 
the  past.  Of  the  1974/75  cohort,  57%  were 
alive  in  1984;  of  the  1975/76  cohort,  60%  were 
alive  in  1984.  As  expected,  survival  improves 
slightly  for  later  cohorts,  increasing  to  59% 
for  1976/77  and  1977/78,  and  to  65%  for  the 
1978  cohort. 

SURVIVAL  BY  AGE  AT  DIAGNOSIS 

Age  at  diagnosis  is  a significant  factor 
insurvivial.  Of  the  75  women  diagnosed  and 
admitted  to  the  program  when  they  were 
under  40  years  of  age,  52  (69%)  are  still  alive. 
There  were  126  women  over  75  years  of  age  at 
the  beginning  of  the  program;  only  33%  were 
alive  in  1984. 


Del  Med  Jrl,  December  1987— Vol.  59,  No.  12 


779 


Olisorviitions  on  the  Survival  Experience  ot'HCMP  - Whitnev 

TABLE  1 

SURVIVAL  BY  AGE  AT  DIAGNOSIS  # (%) 


1974-75 

1975-76 

1976-77 

1977-78 

1978 

Under  29 

4 (57)% 

3 (100)% 

2 (66)% 

2 (66)% 

0 

(0)% 

30-34 

3 (100)% 

2 

(66)% 

6 (75)% 

2 (66)% 

3 (100)% 

35-39 

6 (60)% 

1 

(33)% 

7 (70)% 

4 (66)% 

7 

(70)% 

40-44 

8 (62)% 

6 

(75)% 

10  (63)% 

7 (70)% 

5 

(83)% 

45-49 

19  (61)% 

20 

(74)% 

16  (59)% 

15  (65)% 

11 

(85)% 

50-54 

22  (71)% 

15 

(58)% 

24  (71)% 

18  (72)% 

13 

(81)% 

55-59 

23  (72)% 

23 

(77)% 

14  (61)% 

15  (63)% 

13 

(65)% 

60-64 

15  (73)% 

11 

(52)% 

17  (61)% 

14  (54)% 

8 

(73)% 

65-69 

18  (67)% 

18 

(60)% 

14  (54)% 

17  (65)% 

9 

(56)% 

70-74 

5 (31)% 

8 

(40)% 

5 (50)% 

11  (61)% 

8 

(62)% 

75-79 

0 (0)% 

4 

(50)% 

5 (50)% 

3 (30)% 

4 

(57)% 

80-84 

2 (25)% 

4 

(3)% 

4 (50)% 

3 (38)% 

3 

(30)% 

85-89 

0 (0)% 

0 

(0)% 

1 (20)% 

1 (14)% 

3 

(43)% 

90-94 

0 (0)% 

1 (100)% 

0 (0)% 

1 (33)% 

3 

(0)% 

95-99 

0 (0)% 

0 

(0)% 

0 (0)% 

0 (0)% 

0 

(0)% 

The  mean  age  of  women  at  the  time  of  their 
breast  cancer  diagnosis  and  initial  treatment 
was  just  under  59.0  years.  When  the  four 
accrual  years  are  aggregated,  of  the  404 
women  50-65  years  of  age,  269  (64%)  were 
alive  in  1984.  As  expected,  the  percentage 
surviving  decreases  slightly  as  time  goes  by. 

Table  1 shows,  for  example,  that  23  women 
diagnosed  in  1974-75  in  the  55-59  age  group 
were  alive  in  1984.  This  represents  a 72% 
survival  rate  ten  years  after  diagnosis. 

Since  patients  were  added  in  study  year 
cohorts  from  1974/75  to  1978,  there  are  five 
cohorts  in  the  BCMP.  All  of  the  cohorts  had 
through  1984  a minimum  of  four  follow-ups. 
Actual  observed  survival  rates  were  computed 
for  the  third,  fourth,  and  fifth  follow-ups, 
which  all  had  five  cohorts  in  the  data  set.  The 
fifth  follow-up  year  only  had  three  cohorts 
(Table  2). 

TABLE  2 

OBSERVED  (ACTUAL)  SURVIVAL 
BY  AGE  GROUP  AT  TIME  OF  DIAGNOSIS, 
FOR  THE  3-5  FOLLOW-UP  (%  SURVIVING) 


AGE 

3RD 

4TH 

5TH 

<35 

75.7 

75.7 

70.0 

35-44 

79.5 

72.7 

65.6 

45-54 

76.1 

71.5 

64.3 

55-64 

74.3 

64.8 

64.4 

65-74 

67.0 

61.0 

64.4 

75  > 

50.0 

34.4 

29.3 

Observed  survival  for  the  BCMP,  when  all 
stages  of  disease  were  computed  simultan- 
eously, shows  age  at  diagnosis  to  be  inversely 
related  to  survival. 

The  relative  survival  rate  when  causes 
other  than  breast  cancer  are  added  to  sur- 
vivors, were  similar  to  the  observed  survival 
rates  for  the  cohorts.  When  death  certificates 
are  code  and  breast  cancer  is  listed  as  a 
secondary  cause,  the  death  would  usually  be 
coded  as  a breast  cancer  death.  Therefore, 
since  almost  all  of  the  women  in  the  BCMP 
were  identified  as  having  their  primary  or 
secondary  cause  of  death  breast  cancer, 
relative  survival  rates  were  not  reported. 

SURVIVAL  BY  CLINICAL  STAGE  AT 
DIAGNOSIS 

The  survival  experience  of  the  BCMP  cohort 
was  greatly  influenced  by  the  clinical  stage  at 
diagnosis.  As  the  clinical  stage  progressed 
from  in  situ  to  localized,  regional,  distant, 
and  metastatic,  the  survival  time  following 
diagnosis  decreased. 

There  was  a total  of  40  women  diagnosed 
as  having  in  situ  tumors.  Thirty-two  of  these 
women  were  alive  at  the  1984  follow-up.  Their 
survival  experience,  as  expected,  was  positive, 
since  cause  of  death  for  those  women  dying 
during  the  six  to  ten  years  of  follow-up  was 
not  restricted  to  breast  cancer. 

There  were  only  two  survivors  of  metastatic 
cancer  among  the  40  women  diagnosed  as 
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having  metastatic  cancer  during  the  four 
year  study  period;  both  were  from  the  1977/78 
cohort. 

BCMP  clinical  stage  of  disease  categories 
have  been  established  using  the  nationally- 
recognized  general  or  summary  stage  coding 
system.  This  is  a system  still  used  today, 
sometimes  in  tandem  with  the  TNM  staging 
system  (Appendix  A). 

SURVIVAL  BY  PATHOLOGICAL  STAGE 

Thepathology  stage  assigned  by  the 
hospital  pathologist  following  initial  surgery 
differed  from  the  clinical  stage  of  disease 
identified  by  the  surgeon.  When  variations 
occurred  between  clinical  and  pathological 
staging,  they  usually  reflected  a clinical 
overestimation  of  the  size  of  the  tumor. 

With  the  exception  of  the  1978  cohort,  the 
survival  experience  of  the  stage  I pathology 
group  was  significantly  better  than  all  other 
pathology  groups  (Table  3).  There  were  39 
stage  IV  cases  during  the  four  year  accrual 
period;  only  two  women  survived,  both  from 
the  1977/78  cohort.  They  represent  two  of  the 
15  women  (13%)  with  stage  IV  pathology  that 
year.  The  pathologic  stages  used  in  this  report 
reflect  the  use  of  general  or  summary  staging 
used  throughout  the  BCMP  accrual  period. 

The  survival  rates  in  Table  4 reflect  the 
survival  experience  of  the  women  according 
to  the  pathological  stage  of  their  tumors 
assigned  during  the  accrual  years.  That  is, 
the  pathological  stage  assigned  six  to  ten 
years  ago  is  being  used  to  describe  the  1984 
survival  experience. 

SURVIVAL  BY  TYPE  OF  SURGERY 

Of  the  women  diagnosed  during  the  four 
year  accrual  period,  97.2%  received  surgical 
treatment.  When  the  data  was  analyzed,  it 


became  apparent  that  the  type  of  surgery  was 
a significant  variable  that  changed  during 
the  study  period. 

In  1974/75,  at  the  beginning  of  the  BCMP, 
64.7%  of  the  women  were  treated  by  radical 
mastectomy.  When  it  was  demonstrated  that 
the  survival  rate  following  modified  mas- 
tectomy equalled  the  survival  following 
radical,  there  was  an  abrupt  change  in 
treatment;  by  1978,  only  6.7%  of  the  BCMP 
patients  were  treated  with  radical  mastec- 
tomies. In  the  1978  cohort,  73.9%  were  treated 
with  modified  radical  mastectomies  compared 
to  27.5%  in  1974/75  (Table  5). 

As  illustrated  in  Table  5,  there  was  a 
dramatic  reduction  in  the  number  of  radical 
mastectomies  performed  during  the  study 
period.  During  the  first  two  years  of  the 
study,  the  classical  radical  was  performed  at 
a rate  two  and  one  half  times  the  rate  of  the  modified 
radical  technique.  During  1976/77,  there  was 
a notable  shift  toward  the  use  of  the  modified 
radical  mastectomy;  by  the  end  of  the  study 
the  technique  had  essentially  replaced  the 
classical  radical  in  the  surgical  management 
of  breast  cancer  in  Delaware. 

The  survival  experiences  of  the  entry-year 
cohort  of  women  are  extremely  interesting  in 
light  of  changed  surgical  practices.  Of  the 
141  women  who  had  radical  mastectomies  in 
1974/75,  91  (64%)  were  alive  in  1984.  In  the 
same  year,  60  women  were  treated  by  modified 
radical  mastectomies;  53%  of  these  women 
were  alive  in  1984.  As  the  surgical  pattern 
dramatically  changed,  the  survival  exper- 
ience changed  only  slightly.  That  is,  in 
1977/78,  modified  radical  mastectomies  repre- 
sented 62.5%  of  the  surgeries  performed  with 
radical  mastectomies,  representing  18.2%  of 
the  surgeries. The  six-to-seven  year  survival 


TABLE  3 

SURVIVAL  BY  CLINICAL  STAGE  AT  DIAGNOSIS  # (%) 
1984  FOLLOW-UP  STATUS 
1974-75  1975-76  1976-77  1977-78 


STAGE 

0 

I 

II 

III 

IV 

SUMMARY 


2 (100)% 
56  (60)% 
55  (63)% 
9 (45)% 
0 (0)% 
125  (57)% 


6 (60)% 
46  (66)% 
46  (53)% 
13  (68)% 
0 (0)% 
116  (60)% 


11  (85)% 
38  (72)% 
52  (54)% 
10  (59)% 
0 (0)% 
125  (59)% 


9 (82)% 
17  (77)% 
46  (59)% 
5 (45)% 
2 (17)% 
113  (59)% 


1978 

4 (100)% 
24  (83)% 
31  (66)% 
3 (43)% 
0 (0)% 
87  (65)% 
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TABLE  4 

SURVIVAL  BY  PATHOLOGICAL  STAGE  # (%) 
1984  FOLLOW-UP  STATUS 


STAGE 

1974-75 

1975-76 

1976-77 

1977-78 

1978 

1 

45 

(69)% 

57  (75)% 

59  (79)% 

35  (71)% 

30 

(70)% 

II 

63 

(63)% 

36  (47)% 

42  (51)% 

52  (62)% 

41 

(75)% 

III 

10 

(37)% 

7 (58)% 

13  (57)% 

10  (56)% 

6 

(60)% 

IV 

0 

(0)% 

0 (0)% 

0 (0)% 

2 (13)% 

0 

(0)% 

SUMMARY 

125 

(57)% 

116  (60)% 

125  (59)% 

113  (59)% 

87 

(65)% 

experience  for  that  year  was  68%  for  modified 
radical  mastectomy  and  60%  for  radical 
mastectomy.  It  thus  appears  that  the  less- 
extensive  surgery  performed  in  the  later  years 
of  BCMP  did  not  mean  an  increased  risk  of 
recurrence.  The  apparent  improvement  in  the 
surgical  experience  in  those  patients  who 
had  modified  radical  mastectomies  may  be 
due  to  preselection  rather  than  improvement 
in  the  procedure,  since  this  study  did  not 
involve  randomization. 

SUMMARY 

The  survival  experience  in  patients  with 
breast  cancer  for  the  period  1974  to  1984  has 
been  studied  and  analyzed.  The  data  in  this 
report  add  to  our  knowledge  concerning 
surgical  treatment  and  the  effect  of  the 
clinical  and  pathologic  stages  of  disease,  and 
the  patient’s  age  at  diagnosis  on  long  term 
survival. 

In  summary,  the  following  results  were 
particularly  noteworthy: 

- The  mean  age  of  women  admitted  into  the 
program  was  59  years. 


- Fifty-seven  percent  of  the  970  breast  cancer 
patients  admitted  into  the  program  during 
1974-1978  were  alive  in  1984. 

- Of  women  under  40  years  of  age  at  the 
time  of  diagnosis,  69%  were  alive  in  1984. 

- Of  the  women  over  75  years  of  age  at 
diagnosis,  33%  were  alive  in  1984. 

- Eighty  percent  of  the  patients  with  in  situ 
cancer  were  alive  in  1984. 

- Five  percent  of  the  patients  with  metastatic 
cancer  survived  to  1984. 

- Clinical  and  pathological  stages  were 
highly  correlated  and  survival  was  positively 
related  to  earlier  stage  at  diagnosis. 

- The  number  and  percent  of  radical  mastec- 
tomies dramatically  decreased  during  the 
study  period. 

- The  radical  mastectomy  was  replaced  by 
the  modified  radical  mastectomy  as  the 
primary  surgical  mode  of  treatment  during 
the  four  year  accrual  period. 

- The  use  of  the  modified  radical  mastec- 
tomy did  not  have  a negative  effect  on 
survival. 


TABLE  5 

SURVIVAL  BY  KIND  OF  SURGERY  # (%) 

1984  FOLLOW-UP  STATUS 

KIND  OF  SURGERY  1974-75  1975-76  1976-77  1977-78  1978 


Radical  Mastectomy 
Modified  Rad.  Mast. 
Simple  Mastectomy 
Partial  Mastectomy 
SUMMARY 


90  (64)%  76  (62)%  54  (64)%  21  (60)%  8 (89)% 

32  (53)%  33  (63)%  63  (64)%  82  (68)%  71  (72)% 

1 (14)%  3 (38)%  3 (23)%  5 (24)%  5 (42)% 

2 (66)%  3 (38)%  5 (45)%  5 (50)%  2 (29)% 

125  (57)%  116  (60)%  125  (59)%  113  (59)%  87  (65)% 
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APPENDIX  A 


Stage  0 - Insitu: 
Stage  I - Localized: 


Stage  II  - Regional: 

with  Minimai 

Lymph 

Node 

Invoivement 
Stage  III  - Regional: 

with  Lymph 
Invoivement 


No  demonstrabie  tumor  Paget’s  disease  of  nipple,  no  mass 

Carcinoma  in  situ,  iobular,  ductai,  Paget’s  disease 

No  more  than  2 cms  is  size 

No  significant  direct  extension  in  breast  area  skin 

No  evidence  of  homoiaterai  auxiiiary  iymph  node  metastasis 

Freeiy  movabie,  no  fixation 

More  than  2 but  not  more  than  5 cms 

With  or  without  fixation  to  skin,  pectorai  fuscia  or  muscle 

No  ulceration  or  edema 

Movabie  homoiaterai  axiiiary  nodes  considered  to  contain  growth 

Tumor  more  than  5 cm  in  its  greatest  dimension 
With  or  without  fixation  to  pectorai  fascia  or  muscle 
Movable  homoiaterai  or  nonmovable  homoiaterai  axillary  nodes 
considered  to  contain  growth  with  or  without  fixation  to  one  another 
or  other  structures 


Stage  IV  - Distant: 

Metastasis 


Any  tumor  size  with  infiltration. 

Complete  fixation  edema,  uiceration,  Peau  d’orange  or  sateliite 
noduies  Distant  metastasis  present 


Overaii,  78.2  percent  of  the  cases  were  Stage  II  or  less. 
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ATYPICAL  GASTROESOPHAGEAL 
CARCINOID:  A CASE  REPORT  AND  REVIEW 
OF  THE  LITERATURE 


Mehmet  C.  Oz,  M.D.,  M.B.A. 
Patrick  F.  Ashley,  M.D. 

Mustafa  Oz,  M.D. 


INTRODUCTION 

Since  the  coining  of  the  term  “Karzinoide” 
by  Oberndorfer  in  1907, ^ more  than  4,000 
carcinoid  tumors  have  been  described  in 
various  organs.^  Approximately  90%  of  these 
have  involved  the  appendix,  small  bowel,  or 
rectum.  Only  93  reports  of  gastric  carcinoid^ 
and  two  cases  of  gastroesophageal  junction 
carcinoid  have  appeared,'*’^  and  esophageal 
carcinoids  originating  above  the  gastro- 
esophageal junction  have  been  previously 
described.  This  paper  details  the  first  reported 
case  of  atypical  carcinoid  involving  the 
gastroesophageal  junction.  These  tumors  are 
difficult  to  diagnose  because  they  contain 
both  the  argyrophillic  cells  characteristic  of 
typical  carcinoid  and  the  pleomorphic  cells  in 
disorganized  cellular  structures  characteristic 
of  adenocarcinomas. 

Atypical  carcinoids  may  represent  an  inter- 
mediate position  in  the  spectrum  of  neuro- 
ectodermal cell  tumors  between  typical  car- 
cinoids and  small  cell  anaplastic  carcinoma. 
The  position  of  an  atypical  carcinoid  in  this 
spectrum  will  indicate  the  aggressiveness  of 
that  tumor;  however,  no  single  histologic  or 

1 )r.  Oz  is  a second  year  surgical  resident  at  Columbia  University  Hospital. 
New  York  City,  New  York. 

Dr.  Ashley  is  director  of  Pathology  F^ducation  at  The  Medical  Center  of 
Delaware. 

Dr.  Oz  is  a thoracic  and  cardiovascular  surgeon  in  private  practice  in 
Wilmington.  He  is  also  chief  of  the  section  of  Thoracic  Surgery  at  The 
Medical  Center  of  Delaware,  a senior  in  Thoracic  Surgery  at  St.  Francis 
Hospital,  Wilmington,  and  a clinical  professor  at  Thomas  Jefferson 
University  School  of  Medicine. 
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clinical  feature  provides  a basis  for  reaching 
a reliable  prognosis. 

CASE  REPORT 

JS,  a 49  year  old  man,  had  intense  mid- 
epigastric  pain  radiating  to  his  back  for  five 
months  prior  to  admission.  The  pain  soon 
became  associated  with  nausea,  anorexia, 
weight  loss,  and  progressive  dysphagia  with 
solids  and  liquids.  He  also  developed  inter- 
mittent crampy  abdominal  pain  associated 
with  diarrhea  and  vomiting.  The  past  medical 
history  was  remarkable  for  a 60  pack  per  year 
smoking  habit  and  a 25  year  history  of 
indigestion  associated  with  a hiatal  hernia. 
He  denied  a history  of  flushing  or  broncho- 
spasm.  Twelve  years  prior  to  admission,  he 
had  undergone  a cholecystectomy  and  inci- 
dental appendectomy.  Colonoscopy  two 
months  prior  to  admission  revealed  a single 
benign  polyp.  The  family  history  was 
unremarkable. 

Physical  exam  revealed  a well-developed, 
well-nourished,  white  man  in  no  apparent 
distress.  There  were  no  adenopathy,  abdom- 
inal masses,  or  hepatomegaly.  Esopha- 
goscopy  revealed  an  elevated  infiltrating 
lesion  which  extended  to  the  cardia  of  the 
stomach  in  the  distal  esophagus.  Laboratory 
results,  including  serum  serotonin  levels, 
were  unremarkable,  as  were  the  chest  x-ray, 
esophagram,  liver-spleen  scan,  and  pul- 
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monary  function  tests. 

At  surgery,  the  tumor  extended  from  the 
distal  four  centimeters  of  esophagus  to  the 
lesser  curvature  of  the  stomach  and  penetra- 
ted through  the  gastric  wall  to  the  retro- 
peritoneal and  preaortic  fascia.  No  liver 
metastases  were  evident;  but  there  were 
suspicious  peri-esophageal  and  celiac  lymph 
nodes.  Esophagogastrectomy  with  esophago- 
gastrostomy  was  performed. 

Gross  examination  of  the  specimen  revealed 
a narrowed  gastroesophageal  junction  with 
the  distal  esophageal  wall  occupied  by  an 
ulcerating  tumor  measuring  approximately 
6.0 -by  5.0  cm  with  a thickness  of  1.0  cm. 
Microscopic  exam  revealed  an  organoid 
arrangement  with  nests  of  cells  and  areas  of 
trabecular  and  ribbon  formation  (Figs.  1 and 
2).  In  some  areas  the  cells  were  pleomorphic 
and  demonstrated  considerable  mitotic 
activity.  In  these  regions,  the  cellular 
architecture  of  the  tumor  was  disorganized. 
The  tumor  cells  were  negative  for  argentaffin 
granules  but  positive  for  argyrophillic  gran- 
ules (Fig.  3).  Two  periesophageal  lymph  nodes 
dissected  from  the  specimen  revealed  exten- 
sive infiltration  by  metastatic  tumor  (Fig.  4). 

After  an  uneventful  nine-day  post  operative 
course,  the  patient  was  discharged.  X-ray 
therapy  in  the  amount  of  4,000  rads  over  five 
weeks  was  administered  to  the  entire  medias- 
tinum and  upper  abdomen  without  undue 
reactions  or  recurrence  of  symptoms.  Nine 
months  later,  the  patient  developed  right- 
sided weakness  and  was  found  to  have  a left 
frontal  mass  which  at  craniotomy  was  found 
to  be  an  atypical  carcinoid  histologically 
similar  to  his  original  gastroesophageal 
tumor.  Soon  after,  JS  developed  right  shoulder 
pain  and  loss  of  rectal  sphincter  control 
secondary  to  right  brachial  plexus  and 
lumbar  spine  tumor  metastases.  At  this  point, 
the  patient  received  x-ray  therapy  of  3,000 
rads  over  five  weeks  to  the  upper  mediastium 
and  brachial  plexus,  4,000  rads  over  five 
weeks  to  the  cranium,  and  1,995  rads  over 
four  weeks  to  the  lumbar  spine.  He  also  was 
given  chemotherapy  with  700  mg  of  five 
fluorouracil  weekly  for  three  months  followed 
after  two  months  by  combination  therapy 
with  methotrexate,  five  fluorouracil,  mito- 
mycin C,  and  cisplatinum.  With  these  ther- 


FIGURE  1 

(Low  Power)  Tumor  infiltrating  the  wall  of 
the  esophagus. 


FIGURE  2 

(Medium  Power)  Small  round  tumor  cells 
growing  in  ribbons. 
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FIGURE  3 

(High  Power)  Argyrophillic  granules  within 
tumor  cells  demonstrated  with  the  Churukian- 
Schenk  stain. 


FIGURE  4 

(Medium  Power)  Lymph  node  infiltrated  by 
metastatic  carcinoid. 
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apies  the  patient  experienced  minor  relief  of 
symptoms  and  a slight  reduction  in  the 
mediastinal  tumor  size  according  to  CT  scan 
serial  comparisons.  His  general  condition 
continued  to  deteriorate,  and  he  expired  20 
months  after  his  initial  diagnosis.  Autopsy 
was  not  performed. 

DISCUSSION 

Atypical  carcinoids  were  first  described  by 
Engelbroth-Holm  in  1944.®  The  typical  carci- 
noid appearance  of  dense  core  secretory 
granules  and  argentophillic  and  argyrophillic 
cells  in  nests  and  ribbons  is  modified  by 
presence  of  plemorphic  cells,  a disorganized 
cellular  architecture,  tumor  necrosis,  and  an 
increase  in  mitotic  figures.  Atypical  carci- 
noids in  the  lung  have  been  fully  described,^ 
and  are  postulated  to  hold  an  intermediate 
position  in  the  spectrum  of  neuroectodermal 
cell  tumors  between  bronchial  carcinoid  and 
small  cell  anaplastic  carcinoma.  The  common 
histogenesis  of  these  tumors  from  cells  of  the 
primitive  entodermal  canal  has  been  post- 
ulated since  Bensch,  et  al’s,  recognition  in 
1968  of  the  light-microscopic,  ultramic’^o- 
scopic,  and  functional  similarities  of  oat  cell 
carcinoma  of  the  lung  to  bronchial  carcinoid.® 
Although  resembling  carcinoid  by  histolog- 
ical and  ultrastructural  comparisons,  these 
atypical  tumors  can  appear  similar  to  the 
small  cell  anaplastic  carcinoma  histolog- 
ically, and  often  behave  aggressively.^ 

Extrapolating  these  pulmonary  findings  to 
other  foregut  derivatives  would  lead  one  to 
expect  the  recent  increase  in  atypical  gastro 
carcinid  case  reports  in  the  literature.^  '®  In 
addition,  since  carcinoids  of  the  gastro- 
esophageal junction^  ® and  primary  small  cell 
anaplastic  carcinoma  of  the  esophagus" 
have  been  reported,  this  description  of  a case 
of  atypical  carcinoid  of  the  gastroesophageal 
junction  serves  to  complete  the  spectrum  of 
neuroectodermal  cell  tumors  in  this  region. 

Three  important  considerations  arise  when 
studying  atypical  carcinoids.  First,  judging 
from  the  studies  reexamining  previously 
diagnosed  “undifferentiated  carcinomas,”® 
the  incidence  of  this  tumor  is  most  likely 
higher  than  previously  believed.  The  tumor 
resembles  a poorly  differentiated  adenocar- 
cinoma, and  if  the  subtle  architectural  and 
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cytomorphological  characteristics  of  uniform- 
polygonal  cells  in  nests  of  trabeculae  go 
unnoticed,  the  diagnosis  will  be  missed. 
Second,  the  prognosis  with  atypical  carcinoid 
of  the  gastrointestinal  tract  or  lung  is  worse 
than  with  typical  carcinoid.  In  pulmonary 
tumor  comparisons, ^atypical  carcinoids 
metastasized  in  70%  of  the  patients,  compared 
to  a 5.7%  metastasis  rate  with  typical  carci- 
noids. Our  patient’s  tumor  migrated  aggres- 
sively, with  extensive  metastases  to  the 
brain,  liver,  and  spine  within  one  year  of  the 
diagnosis.  Third,  reports  of  treatment  modal- 
ities and  prognosis  vary  for  different  types  of 
atypical  carcinoid. Patients  with  carcinoid 
tumors  may  undergo  long  term  clinical  arrest 
following  surgical  resection  even  in  the 
presence  of  metastases."  As  demonstrated  by 
our  patient’s  aggressive  tumor,  however,  the 
spectrum  between  typical  carcinoids  and  oat 
cell  tumors  includes  atypical  carcinoids  with 
potent  metastatic  potential.  Unfortunately, 
reviews  of  large  series  of  patients  in  the 
literature  conclude  that  no  single  histologic 
or  clinical  feature  can  be  a basis  for  reaching 


a reliable  prognosis  in  atypical  carcinoid  of 
the  lung.‘^  The  same  may  be  true  for  atypical 
carcinoids  of  the  gastrointestinal  tract. 
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HISTORICAL  DATELINE  OF  CANCER  CONTROL  IN  DELAWARE 


1918  Dr.  James  G.  Spackman  was  re- 
cruited as  the  first  residency-trained 
full  time  general  surgeon  in  Delaware 
at  the  Homeopathic  Hospital,  later 
known  as  the  Memorial  Hospital. 

1 928  Dr.  Harold  Springer  became  the  chair- 
man of  the  American  Society  for  the 
Control  of  Cancer,  through  the  efforts 
of  the  Medical  Society  of  Delaware. 
Forty-five  laymen  were  invited  to  join. 
This  evolved  into  the  incorporated 
Delaware  Division  of  the  American 
Cancer  Society  in  1945. 

1932  Dr.  Douglas  M.  Gay  became  the  first 
full  time  pathologist  in  Delaware  at  the 
Delaware  and  Homeopathic  Hospitals. 

1935  The  Carpenter  Memorial  Clinic  was 
established  and  directed  by  Dr.  John  F. 
Hynes,  a recent  graduate  of  the  train- 
ing program  at  Memorial  Hospital, 
New  York.  While  having  a primary 
responsibility  for  radiotherapy,  he  was 
also  trained  in  cancer  surgery,  as  was 
usual  for  that  time. 

1938  A surgical  residency  program  was 
started  by  Dr.  Spackman  at  the  Homeo- 
pathic Hospital. 

1944*  A combined  Medical  Residency  pro- 
gram was  initiated  between  the  Dela- 


ware and  Memorial  Hospitals  by  Dr. 
Lewis  B.  Flinn. 

1944-45  The  first  therapeutic  use  of  radio- 
active isotopes  (1131)  for  thyroid  cancer 
was  arranged  by  Dr.  Gay. 

1948  The  Delaware  State  Department  of 
Health  under  the  leadership  of  Dr.  John 
Speer  started  a State  Cancer  Registry 
which  accrued  patients  back  to  1945. 

1948*  The  American  College  of  Surgeons 
approved  the  Tumor  Program  at  the 
Memorial  Hospital. 

1 948  The  Delaware  Division  of  the  American 
Cancer  Society  initiated  a screening 
clinic  for  women  which  in  its  ten  years 
of  existence  oriented  most  of  the  young 
practicing  physicians  to  screening  prac- 
tices by  involving  them  in  the  program 
as  they  entered  practice.  The  program 
consisted  of  a simple  history  and  exam- 
ination of  the  breast,  pelvis,  and  rectum, 
—^plus  a Pap  smear.  As  a result  the 
percentage  of  Delaware  women  having 
Pap  smears  in  the  early  60s  was  about 
the  highest  in  the  country. 

1948-49  Antifolates  and  nitrogen  mustard 
were  first  used  in  Delaware  and  radical 
cancer  surgery  was  promoted  by  Dr. 
Robert  Mino,  a surgical  resident  at 
Memorial  Hospital  following  his  res- 

*Important  dates 
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idency  experience  at  Memorial  Hospital 
in  New  York.  This  led  to  a large  series 
of  pelvic  extenerations  with  a favorable 
mortality  rate  as  compared  to  other 
institutions  in  the  country. 

1952  Dr.  Emerson  Y.  Gledhill,  trained  in 
radiotherapy  and  surgery  at  the  Marine 
Hospital  in  Baltimore,  was  recruited  to 
run  the  Carpenter  Clinic. 

1 952  The  first  nuclear  medical  laboratory  in 
Delaware  was  opened  at  the  Memorial 
Hospital. 

1952  Dr.  John  Hynes  presented  a paper  at 
the  American  Radiological  Society  on 
his  30%  five  year  survival  rate  ( probably 
the  best  in  the  country  at  the  time)  in 
the  lymphomas  using  prophylactic 
segmental  irradiation.  He  also  published 
the  results  of  radiation  therapy  on 
cancer  of  the  cervix,  comparable  to  the 
best  in  the  United  States. 

1956  Dr.  John  Hynes  published  one  of  the 
first  papers  on  the  curability  of  Hodg- 
kins Disease  at  the  International 
Cancer  Congress. 

196^*  Ci-halt  therap'^  wo^  h-itroduced  at  the 
Wilmington  Crener  ii  Hospital 

1962  The  Medical  Society  of  Delaware 
stimulated  the  formation  of  a Health 
Advisory  Committee  for  the  State 
Board  of  Education  due  to  the  concern 
over  the  lack  of  health  education  in  the 
schools,  including  that  associated  with 
smoking.  Shortly  thereafter,  the  State 
Department  of  Public  instruction  re- 
cruited a health  educator-nurse,  Mrs. 
Edith  Vincent,  to  head  a state- wide 
program. 

1 962-64  A combined  committee  of  the  three 
general  hospitals  agreed  upon  a single 
radiotherapy  unit  for  the  community 
and  recruited  Dr.  Carlo  Cuccia  from  the 
University  of  Maryland  to  be  in  charge. 

1965  The  Medical  Society  of  Delaware  helped 
to  develop  legislation  for  a Delaware 
State  Radiation  Authority. 

1965  Three  community  hospitals  in  Wil- 
mington merged  into  the  Wilmington 
Medical  Center.  Prior  experience  in 
radiotherapy  helped  to  lead  the  way  to 
this  combined  operation.  This  was  a 
significant  stimulus  to  an  improved 
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residency  program  and  specialty 
services. 

1968  The  Regional  Medical  Program  laid 
the  groundwork  toward  the  develop- 
ment of  the  Delaware  Cancer  Network. 

1970  The  tumor  registries  of  the  three 
hospitals  in  the  merger,  which  had 
been  combined  for  several  years,  was 
computerized. 

1970-71  The  Delaware  Division  of  the 
American  Cancer  Society  agreed  to 
underwrite  the  cost  of  a research  nurse 
to  make  it  possible  for  Wilmington 
Medical  Center  to  become  a member  of 
a National  Cooperative  Group  (COG) 
involved  in  therapeutic  clinical  trials. 
Alice  Kyle,  R.N.,  was  the  appointee. 

1973  The  first  nursing  care  unit  devoted  to 
cancer  patients  was  started  in  the 
General  Division  which  had  become 
the  focus  for  radiotherapy  and  medical 
oncology  for  the  Wilmington  Medical 
Center.  An  outpatient  hostel  called 
Robin  Hall  was  developed  in  an  old 
nurse’s  dormitory  for  cancer  outpa- 
tients and  their  families.  This  was 
especially  helpful  for  those  coming 
from  all  over  the  Delmarva  Peninsula, 
and  played  a significant  role  in  making 
the  Radiotherapy  Department  patient 
load  one  of  the  largest  in  the  country. 

1 973  The  Wilmington  Medical  Center  hema- 
tologists through  their  association  with 
Thomas  Jefferson  University  develop- 
ed an  affiliation  with  the  Acute 
Leukemia  Group  B Cooperative  Group. 
This  is  continuing  as  C ALGB  of  which 
The  Medical  Center  of  Delaware  is  now 
an  affiliate. 

1974  The  Wilmington  Medical  Center  be- 
came a member  of  the  National  Sur- 
gical Adjuvant  Breast  Program 
(NSABP),  and  one  of  the  highest 
accruers  to  their  famous  trial  #5,  which 
demonstrated  the  value  of  post  opera- 
tive adjuvant  chemotherapy  in  breast 
cancer. 

1974  The  Delaware  Cancer  Network  was 
initiated  under  the  leadership  of  Dr. 
Leslie  Whitney,  after  several  successful 
grant  applications  had  been  obtained, 
such  as  the  Breast  Cancer  Detection 
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Demonstration  Project  (BCDDP)  of 
which  the  Wilmington  Medical  Center 
was  one  of  26  in  the  country.  Federal 
grants  subsequently  totaled  over  1 
million  dollars  per  year  for  several 
years,  but  in  1979,  it  was  decided  to 
forgo  federal  support  for  the  Network 
in  order  to  stimulate  local  hospitals 
and  the  state  government  to  assume 
more  responsibility  for  their  own  pro- 
grams and  be  less  dependent  on  federal 
money  and  the  associated  bureaucracy. 

1984  All  the  general  hospitals  of  the  state 
had  medical  oncologists  on  their  staffs, 
improved  social  service  departments, 
chaplaincy  programs,  a cadre  of  nurses 
and  physicians  interested  in  supporting 
cancer  therapy  programs  including 
clinical  trials,  home  care,  and  hospice. 
The  state  assumed  most  of  the  costs  for 
coordinating  the  hospital  registries  into 
a statewide  system  which  was  housed 
in  the  Wilmington  Medical  Center. 
Membership  in  the  National  Clinical 
Trials  Groups  included  an  affiliate 
relationship  with  the  Gynecologic 
Oncology  Group  (GOG)  through 
Thomas  Jefferson  University. 

1985  The  opening  of  the  new  radiotherapy 
facilities  in  the  Christiana  Hospital  of 
The  Medical  Center  of  Delaware  pro- 
vided another  milestone  in  Delaware’s 
commitment  to  progress  in  cancer  care. 

1985  The  Del  DOC  group  stimulated  the 
July,  1985,  issue  of  the  Delaware 
Medical  Journal  which  was  devoted  to 
the  effects  of  cigarette  smoking. 


1986  The  newly-opened  professional  build- 
ing at  Christiana  Hospital  promises  a 
continuation  of  the  traditions  of  the 
Carpenter  Memorial  Clinic  which  had 
become  a medical  oncology  center  in 
the  last  ten  years.  Under  the  Cancer 
Committee  of  The  Medical  Center  of 
Delaware,  the  combined  medical,  sur- 
gical, radiotherapeutic,  oncologic,  gyne- 
cologic, and  other  medical  and  surgical 
specialty  services  as  well  as  the  support 
services  in  nursing,  social  service, 
physical  medicine,  pharmacy,  nutri- 
tion, and  the  chaplaincy  have  a cooper- 
ative and  combined  program  to  serve 
the  cancer  patient.  In  the  future,  with 
increasing  emphasis  on  earlier  detec- 
tion and  more  complete  coordination  of 
primary  care  physicians  and  nurses  to 
promote  preventive  measures  including 
the  control  of  smoking,  the  cancer 
patients  and  potential  patients  in 
Delaware  should  be  well  served  by 
their  health  care  providers. 

1987  The  Delaware  Tumor  Registry  was 
transferred  from  The  Medical  Center  of 
Delaware  to  the  Delaware  Division  of 
Public  Health  where  it  is  housed  on  the 
grounds  of  the  Emily  P.  Bissell 
Hospital. 

1987  The  secondary  development  of  this 
December,  1987  issue  of  Delaware 
Medical  Journal,  devoted  to  cancer, 
speaks  to  the  current  viability  of  cancer 
control  in  Delaware. 

Robert  W.  Frelick,  M.D. 


UNWANTED  HAIR  PERMANENTLY  REMOVED 

Frances  B.  Aerenson,  R.N. 
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PROFESSIONAL  BUILDING,  SUITE  26 
AUGUSTINE  CUTOFF  654-0670 
WILMINGTON,  DELAWARE 
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You  can  be  assured  that  a referral 
to  Delaware  Curative  will  benefit  your 
patients.  With  more  than  40  years  of 
experience,  Delaware  Curative  pro- 
vides a professional  team  approach 
to  evaluation  and  treatment  of  ortho- 
pedic and  neurological  conditions 
resulting  from  injury,  illness,  or 
congenital  disorder.  State-of-the-art 
equipment  includes  EMC,  biofeed- 
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whirlpool,  Hubbard  Tank  and  T.E.N.S. 


Direct  billing  to  insurance  com- 
panies, Medicare  and  Medicaid.  Free 
parking,  central  location  on  four  bus 
routes,  transportation  assistance 
available.  Hours  by  appointment 
between  5:30  a.m.  and  5:00  p.m. 
Monday  through  Friday. 

For  information  and  a supply  of 
free  Delaware  Curative  prescription 
forms,  please  call  (302)  656-2521  or 
write  Mae  D.  Hightower-Vandamm, 
Executive  Director,  Delaware  Curative 
Workshop,  1600  Washington  Street, 
Wilmington,  DE  19802 
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Editorials 


SPOTLIGHT  ON  THE  GUEST  EDITOR 

Robert  W.  Frelick,  M.D.,  is  ideally  suited  to 
be  the  guest  editor  of  this  issue  of  the 
Delaware  Medical  Journal,  which  focuses  on 
cancer  of  the  upper  body.  Dr.  Frelick’s  career 
has  been  devoted  to  improving  care  for  cancer 
patients,  particularly  in  the  community 
setting. 

Dr.  Frelick  graduated  from  Yale  Medical 
School  in  1944  and  took  his  residency  at  New 
Haven  Hospital  in  Connecticut,  the  old 
Memorial  Hospital  in  Wilmington,  and  at 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases  in  New  York  City.  During  World 
War  II  he  served  in  the  United  States  Army 
both  here  and  abroad.  Dr.  Frelick  is  board 
certified  in  Oncology,  Nuclear  Medicine, 
Occupational  Medicine,  and  Internal 
Medicine. 

In  1950,  Dr.  Frelick  began  his  private 
practice  in  medicine  in  Wilmington.  By  the 
time  he  left  in  1982,  he  was  chief  of  Medicine 
for  three  Wilmington  hospitals.  At  that  time. 
Dr.  Frelick  was  tapped  by  the  National 
Cancer  Institute,  where  he  served  as  program 
director  of  the  Community  Clinical  Oncology 
Program  until  he  left  in  1987.  Now  he  is  back 
in  Delaware,  coordinating  public  health  and 
private  resources  for  the  state’s  chronic 
disease  control  efforts. 
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WHY  A TUMOR  REGISTRY? 

After  15  years  of  a combined  computerized 
registry  at  The  Medical  Center  of  Delaware, 
an  evaluation  of  its  value  is  in  order.  The 
registry  has  been  part  of  The  Medical  Center’s 
cancer  program,  as  approved  by  the  American 
College  of  Surgeon’s  Commission  on  Cancer. 
During  most  of  that  time  it  has  also  been  part 
of  The  Rocky  Mountain  Tumor  Registry  data 
base  which  in  turn  has  provided  analysis  of 
the  information  for  use  by  the  hospital  and  its 
staff.  The  Center’s  Registry  has  also  been 
part  of  the  State  Registry  which  was  recon- 
stituted by  the  Delaware  Cancer  Network, 
whose  development  was  stimulated  by  The 
Medical  Center. 

The  Medical  Center  staff  has  been  given 
yearly  reports,  and  a number  of  studies  have 
been  possible  through  the  registry.  These 
include  identifying  patients  to  include  as  part 
of  the  Commission  on  Cancer’s  national 
patterns  of  care  audits  for  many  major 
cancers.  Physicians  have  not  only  been 
supportive  of  the  effort  by  furnishing  infor- 
mation, including  that  requested  for  follow- 
up but  have  benefitted  from  reminder  lists  of 
their  cancer  patients  who  may  require  con- 
tinuing tracking.  In  spite  of  these  beneficial 
activities,  the  cancer  patients  may  not  have 
profited  as  much  as  they  should  have  from 
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the  program.  Limited  use  of  such  a resource 
remains  a concern  not  only  in  Delaware  hut 
for  most  of  the  registries  in  the  country.  Most 
tumor  registries  have  “core”  information 
which  can  serve  as  a source  of  statistical 
studies  and  can  he  a resource  for  further  in- 
depth  studies.  Unfortunately,  too  few  take 
advantage  of  that  opportunity. 

This  is  too  had,  since  cancer  is  one  of  the 
few  diseases  in  which  such  core  information 
is  available.  The  tumor  registry  can  provide 
staging  and  survival  data  in  a degree  of  detail 
which  is  almost  unavailable  for  such  entities 
as  cirrhosis,  hypertension,  renal  disease, 
mitral  heart  disease,  pernicious  anemia,  or 
depressive  psychosis,  yet  the  tumor  registry 
can  be  faulted  for  being  too  categorical.  The 
concept  of  five  year  survival  rates  as  a method 
of  measuring  progress  has  had  both  a positive 
and  negative  impact  on  cancer  control.  For 
example,  publication  of  limited  survival  rates 
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in  advanced  cancer  of  the  cervix  has  damp- 
ened enthusiastic  aggressive  therapeutic 
efforts  compared  to  the  intensive  care 
measures  taken  for  patients  in  cardiac  shock. 
It  has  often  been  difficult  to  get  hospital 
residents  to  work  as  hard  for  end  stage  cancer 
patients,  even  those  who  have  potential  for 
success,  as  they  do  for  those  without  cancer. 
Perhaps  for  some  cancer  patients  that  is 
appropriate. 

While  American  College  of  Surgeons- 
approved  registries  include  follow-up  infor- 
mation, many  regional  and  almost  all  foreign 
registries  are  purely  incidence  registries 
without  survival  data.  The  National  Cancer 
Institute’s  SEER  registry,  which  includes 
about  10%  of  the  cancer  patients  in  the  United 
States  and  serves  as  the  source  for  most  of  the 
national  cancer  statistics,  has  set  standards 
in  quality  control  which  have  been  helpful. 

One  of  the  expectations  of  the  American 
College  of  Surgeons  hospital  registries  had 
been  that  hospital  information  could  serve  as 
a source  for  an  ongoing  audit  of  cancer  care  in 
an  institution  or  even  a practice,  but  exper- 
ience has  shown  there  are  differing  survival 
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rates  for  the  same  anatomical  site  which  are 
usually  dependent  upon  state,  histology,  and 
age.  Therefore,  with  few  exceptions,  there  are 
not  enough  cases  of  a similar  nature  to  supply 
valid  comparison  data  even  for  fairly  large 
hospitals.  Furthermore,  in  many  cities,  the 
same  cancer  patients  may  be  seen  at  various 
times  in  different  hospitals,  making  it  difficult 
to  be  sure  that  double  counting  does  not  occur. 
This  has  emphasized  the  value  of  geograph- 
ically-based regional  registries  such  as  the 
one  covering  all  of  Delaware.  The  state 
registry  can  identify  the  number  of  patients 
for  any  type  of  cancer,  for  example,  in  New 
Castle  County.  This  makes  this  local  registry 
much  better  than  usual  and  provides  local 
physicians  with  not  only  an  excellent  resource 
for  further  study  but  makes  it  a challenging 
responsibility  for  the  medical  profession  to 
insure  their  patients  benefit  from  its  presence. 

What  can  or  should  be  expected  from  a 
registry? 

- It  can  look  at  the  percentage  of  Stage  I in 
various  sites  to  see  if  the  figures  are  consistent 
with  SEER  (it  is  hoped  they  would  be  better) 
and  between  the  various  hospitals  in  the 
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registry  and  if  there  are  differences,  seek  to 
determine  why.  This  may  be  a sensitive  way 
to  identify  possible  differences  in  outcome 
without  waiting  for  five  year  survival  rates. 

- It  can  see  if  the  percentage  of  in  situ 
cancers  of  the  cervix  suggest  adequate  use  of 
Pap  smears. 

- By  using  demographic  data  such  as  zip 
codes  and/or  census  tracks,  it  can  determine 
whether  a relationship  exists  between  eco- 
nomic status  and  the  stage  at  which  colon 
cancer  is  diagnosed. 

- It  can  see  if  the  percentage  of  early  breast 
cancer  (stage  I)  which  climbed  as  high  as  60% 
in  1976  in  New  Castle  County,  has  improved 
from  its  low  of  41%  in  1982. 

- It  can  see  if  all  of  those  who  died  of 
testicular  cancer  in  Delaware  can  be  identified 
so  that  a study  of  whether  a significant 
number  were  avoidable  can  be  made.  (It 
should  be  noted  that  within  The  Medical 
Center  such  studies  could  be  carried  out  using 
the  registry  for  core  identification  purposes  if 
approved  by  the  research  committee  of  The 


Center  which  would  require  that  there  be 
proper  concern  for  privacy  issues.) 

- It  can  investigate  if  a survey  of  those  who 
died,  for  example,  from  lung  cancer,  would 
provide  enough  information  to  show  duration 
of  illness  and  its  costs  to  better  determine 
some  of  the  costs  of  tobacco  use  in  the  state. 

- By  reviewing  the  deaths  from  cancer  it 
may  be  possible  to  determine  how  many  of 
those  who  might  benefit  from  Hospice  care 
are  getting  it.  If  not,  is  it  because  of  limited 
insurance  or  home  support? 

- The  registry  could  identify  those  with  non- 
Hodgkins  lymphoma  to  determine  if,  for 
example,  farmers  in  Delaware  exposed  to 
chemicals  have  a higher  incidence  than 
expected  as  has  been  shown  in  another  state. 

Many  other  examples  could  be  cited.  It  is 
hoped  that  this  outline  of  the  cancer  registry 
as  a resource  for  cancer  control  in  Delaware 
can  stimulate  its  more  effective  use  for  the 
benefit  of  all. 

Ruben  Teixido,  M.D. 

Robert  W.  Frelick,  M.D. 
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“HERPECtN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

”HERPECIN-Lf . . . a conservative  approach 
with  lovir  risk/high  benefits.”  MD,  FL 

‘‘Used  at  prodromal  symptoms  . . . blisters 
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‘‘(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

‘‘All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  tor  information.  For  samples  to  make 
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In  Delaware  HERPECIN-L  Is  available  at  all  Edgehill,  Gray-Drug  Fair, 
Happy  Harry’s,  RiteAid  and  Thrift  and  other  select  pharmacies. 
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THE  RADIOTHERAPIST’S  VIEWPOINT 

While  radiation  therapy  remains  the  main- 
stay in  the  treatment  of  Tj  - T2  lesions  of  the 
head  and  neck,  encouraging  advances  have 
been  made  in  the  treatment  of  Tg  lesions 
using  a combination  of  chemotherapy  and 
radiation  therapy. 

Traditionally,  - Tg  lesions  have  been 
treated  radically  with  radiation  therapy  with 
an  average  80%  rate  of  local  control  and 
preservation  of  the  function.  This  applies  to 
lesions  of  the  oral  cavity,  oropharynx,  and 
larynx.  In  spite  of  recent  advances  in  chemo- 
therapy and  surgery,  radiotherapy  still 
remains  the  treatment  of  choice  for  these 
lesions. 

Tg  lesions  very  seldom  can  be  cured  with 
radiotherapy  alone.  The  most  common  ap- 
proach is  surgery  followed  by  radiation,  given 
postoperatively  in  order  to  avoid  a recurrence 
which  ordinarily  takes  place  in  about  50%  of 
the  cases  treated  by  surgery  alone.  The  quality 
of  life  in  the  surviving  patients  is  usually,  by 
necessity,  very  poor.  Hemimandibulectomy, 
commando  procedures,  glossectomy,  pharyn- 
golaryngectomy,  and  maxillary  antrectomy 
are  mutilating  surgical  procedures  resulting 
in  severely  impaired  function. 

Induction  chemotherapy,  utilizing  multiple 
drugs  including  Cisplatinum,  has  given 
satisfactory  results,  since  it  reduces  the  bulk 
of  the  tumor  in  approximately  50-80%  of  the 
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Don’t  just  close  the  door!  Your 
practice  may  be  able  to  be  sold 
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CALL: 

PHYSICIAN  INTERNATIONAL 
PRACTICE  APPRAISAL 
AND  BROKERAGE  DIVISION 
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Buffalo,  NY  14213 
(716)  884-3700 


cases.  This  is  one  of  the  two  mechanisms  by 
which  induction  chemotherapy  may  enhance 
the  results  of  radiation  therapy.  In  fact,  it  is 
well-known  that  radiation  therapy  is  more 
effective  in  dealing  with  smaller,  better 
oxygenated  tumors.  The  response  duration  is 
three  to  six  months,  so  consolidation  radio- 
therapy should  be  started  within  that  time 
frame. 

Radiation  therapy  should  be  given  with  an 
appropriate  dose  to  the  volume  occupied  by 
the  original  lesion  and  not  to  the  residual 
disease  after  chemotherapy.  It  has  been 
demonstrated,  in  fact,  that  foci  of  tumor  are 
present  throughout  the  original  area  and  not 
limited  to  the  center.  It  is,  therefore,  imper- 
ative that  the  radiotherapist  examine  the 
patient  before  the  onset  of  chemotherapy  to 
record  the  exact  extent  of  the  disease. 

In  addition  to  downstaging  the  tumor, 
preliminary  chemotherapy  may  act  favorably 
in  sensitizing  the  tumor  to  the  effects  of 
radiation.  In  order  to  obtain  this  effect,  it  is 
necessary  to  use  both  modalities  simultan- 
eously, which  in  case  of  Methotrexate,  may 
cause  some  difficulties. 
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Another  area  which  deserves  further  inves' 
tigation  is  the  role  played  hy  chemotherapy 
in  post-radiation  recurrences  in  head  and 
neck  cancers.  These  lesions  can  be  re-treated 
and  cured  by  a second  course  of  radiation,  but 
the  incidence  of  severe  complications  is  high. 
Chemotherapy  in  such  cases  is  not  always 
successful  for  impaired  blood  supply.  It 
produces,  however,  enough  regression  of  the 
tumor  to  justify  the  use  of  a less  than 
cancericidal  amount  of  radiation.  With  this 
approach,  a substantial  number  of  patients 
can  be  salvaged  without  severe  complications 
or  surgical  mutilation. 

A word  of  caution:  so  far  in  carefully 
conducted  clinical  trials,  adjuvant  chemo- 
therapy has  not  had  a proven  impact  upon 
loco-regional  disease  control  or  survival.  In 
spite  of  this,  there  is  enough  justification  and 
hope  to  continue  with  these  trials  using 
different  regimens  and  combinations.  If  a 
way  is  found  to  improve  the  loco-regional 
control  of  the  disease  in  head  and  neck  cancer, 
mutilating  surgical  procedures  can  be 
avoided;  and  by  reducing  the  dose  of  radi- 
ation, the  risk  of  severe  complications  can  be 
lowered. 

Conservation  surgery  for  breast  cancer  is 
being  used  more  frequently  in  Delaware. 
Randomized  clinical  trials  conducted  by  the 
NSABP  and  the  National  Cancer  Institute  of 
Milan,  Italy,  have  demonstrated  unquestion- 
ably that  conservation  surgery  followed  by 
radiation  therapy  yields  the  same  results  as 
modified  radical  mastectomy. 

From  the  standpoint  of  radiotherapy,  a few 


points  should  be  emphasized: 

1.  Radiotherapy  is  an  integral  part  of  the 
therapeutic  approach.  Of  the  cases 
treated  with  segmental  resection,  27.9% 
experienced  a recurrence,  compared  with 
only  7.7%  incidence  of  recurrence  in 
patients  receiving  radiation  therapy  as 
well. 

2 . Keeping  in  mind  that  the  most  important 
factor  in  opting  for  a segmental  resection 
versus  a mastectomy  is  the  preservation 
of  the  breast,  a good  cosmetic  result  is  of 
paramount  importance. 

3.  If  surgery  is  done  as  recommended, 
minimal  distortion  of  the  breast  should 
result.  In  order  to  obtain  an  acceptable 
result,  it  is  important  that  radiation 
therapy  is  given  following  acceptable 
standards. 

4.  The  whole  breast  is  treated  with  tan- 
gential portals  and  supervoltage  equip- 
ment. The  dose  should  not  exceed  4500 
rads  in  five  weeks.  Wedge  filters  are 
advisable  to  obtain  a uniform  dose 
throughout  the  breast.  No  point  should 
receive  an  amount  of  radiation  higher 
than  10%  of  the  dose  delivered  to  the 
center  of  the  breast.  Use  of  interstitial 
iridium  as  a boost  to  the  surgical  site 
should  be  avoided,  as  it  leaves  perma- 
nent indentations  on  the  skin.  Electrons 
as  a boost  are  preferred,  as  late  radiation 
changes  of  the  skin  are  less  likely  to 
occur.  Large  pendulous  breasts  are  not 
ideally  suited  for  this  approach  as  they 
are  technically  difficult  to  treat  and  very 
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often  develop  marked  edema  with  per- 
manent changes. 

Finally,  a word  concerning  the  use  of  high 
energy  electrons,  particularly  useful  in  the 
treatment  of  head  and  neck  and  breast 
cancers.  High  energy  electrons  are  one  of  the 
most  important  tools  in  the  armamentarium 
of  a radiotherapist.  Their  main  advantage  is 
found  in  the  physical  characteristics  of  the 
beam.  The  depth  of  penetration  within  the 
tissue  depends  exclusively  upon  their  energy. 
By  simply  varying  the  energy,  the  thickness 
of  tissue  to  be  irradiated  can  be  chosen. 
Beyond  such  thickness,  the  radiation  sharply 
falls  off  to  zero  within  a few  millimeters, 
completely  sparing  the  underlying  tissues. 
The  Medical  Center  of  Delaware’s  Therac  25 
linear  accelerator  has  eight  energy  levels 
ranging  from  five  to  25  million  volts,  giving  a 
large  latitude  to  choice  of  depth. 

This  is  particularly  useful  in  the  treatment 
of  the  neck  to  avoid  the  spinal  cord;  buccal 
mucosa,  tonsil  and  parotid,  to  avoid  the 
oropharynx;  breast  and  chest  wall,  to  avoid 
the  lung.  Skin  lesions  are  also  successfully 
treated  for  better  cosmetic  results,  especially 
if  in  the  vicinity  of  the  eye,  nose,  or  ear.  In 
fact,  electron  beams  of  low  energy  have  a 
considerable  skin-sparing  effect,  avoiding 
late  radiation  changes. 

Carlo  A.  Cuccia,  M.D. 

WHAT  IS  MEDICINE  COMING  TO? 

The  Contempo  issue  of  JAMA,^  their  ninth 
annual,  “by  highlighting  the  advances  in 
medicine  over  the  last  year,  serves  to  inform 
physicians  about  progress  in  specialties  out- 
side their  own.”  The  issue  is  highly  recom- 
mended to  physicians  who  like  to  know  what 
goes  on  in  their  colleagues’  offices  and  ORs. 
Most  of  the  chapters  deal  with  specific 
advances;  but  many  of  them  mention  the 
increasing  relevance  of  AIDS  and  of  economic 
issues. 

As  an  example  of  the  latter.  Dr.  Christine 
K.  Cassel  in  her  section  on  geriatrics  reminds 
us: 

Once  more,  the  medical  bills  of  elderly 
persons  increased.  In  a 1987  report  from 
the  General  Accounting  Office,  elderly 
persons  in  the  Medicare  program  paid 
one  third  more  than  six  years  ago,  before 
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congressional  cost-cutting  steps  were 
enacted.  The  out-of-pocket  expenditures 
for  the  average  Medicare  recipient  in- 
creased by  34%  from  1980  to  1985,  the 
result  primarily  of  higher  deductibles, 
premium  payments,  and  insurance  costs. 

A 49%  increase  in  payments  for  medi- 
cation, hospitalization,  skilled  nursing, 
and  home  care  occurred  during  this  same 
period.  The  proposed  Medicare  cata- 
strophic coverage  will  only  address  a 
fraction  of  the  acute-care  hospitalization 
costs.  The  American  Association  of 
Retired  Persons  estimates  that  the  pro- 
gram may  help  as  few  as  3%  of  elderly 
people  who  have  serious  problems  with 
health  care  bills. 

Hospital  reimbursement  by  Medicare, 
based  on  diagnosis  related  groups,  has 
been  touted  as  decreasing  health  care 
spending,  but  a recent  study  suggests 
that  the  costs  are  merely  being  shifted  to 
the  long-term  care  sector  or  to  the 
community,  where  the  resources  are 
inadequate.  The  study  reviewed  hospital- 
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ization  and  mortality  data  for  Wis- 
consin’s Medicaid  and  general  elderly 
populations  and  found  a 72%  increase  in 
the  rate  of  hospitalization  among  institu- 
tionalized elderly  Medicaid  patients  and 
a 26%  decline  in  hospital  length  of  stay 
since  implementation  of  diagnosis  re- 
lated groups.  Between  1982  and  1985, 
there  was  a 26.2%  increase  in  the  rate  of 
deaths  occurring  in  nursing  homes, 
associated  with  a 10.3%  decline  in 
hospital  deaths. 

Ron  Anderson,  an  internist  at  the  Univer- 
sity of  Texas,  in  a contribution  entitled 
“Economics,”  wrote  of  many  issues  of  concern 
to  physicians  in  Delaware: 

After  nearly  seven  years  of  steadily 
increasing  competition  and  the  pro- 
motion of  market  forces  in  the  health 
care  industry,  public  policy  measures 
designed  to  curb  health  care  costs  are 
failing.  Since  1981,  the  administration’s 
policymakers  in  Washington  have  pur- 
sued legislation  and  regulations  to 
encourage  competition  in  the  health  care 
field  in  order  to  bring  the  cost  of  health 


care  under  control.  It  was  thought  that 
the  discipline  of  the  marketplace  and 
free  market  forces  would  encourage 
hospitals  and  physicians  to  bring  their 
charges  in  line. 

The  Medicare  program  has  been  rad- 
ically changed  to  encourage  cost  con- 
tainment. Some  of  these  changes  were 
overdue,  but  the  prospective  payment 
system  has  produced  deleterious  effects 
as  well.  Cross-subsidization  of  nonpay- 
ing patients  by  paying  patients,  once  a 
fundamental  principle  of  the  industry, 
is  no  longer  fashionable  or  accepted  as 
good  business. 

Resources  are  being  diverted  from 
expensive  inpatient  services  to  less 
costly  ambulatory  care  settings.  Higher- 
profit  services  are  sometimes  promoted 
while  “loss  leader”  community  service 
programs  are  de-emphasized  by  hos- 
pitals. Health  maintenance  organiza- 
tions and  other  kinds  of  managed  care 
programs  have  captured  a significant 
portion  of  the  health  care  market  and 
are  expected  to  grow  substantially  more. 
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Join  a comprehensive  physician  support 
service  with  a major  medical  center  in 
south  central  Montana. 

Locum  physicians  provide  primary  care 
coverage  (excl.  routine  OB)  for  physicians 
in  rural  Montana  and  Wyoming. 
Assignments  vary  in  length.  Reimburse- 
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The  explosive  growth  since  1980  of 
proprietary  multi-hospital  corporations 
has  turned  up  the  heat  on  competition  in 
health  care,  and  the  voluntary  non-profit 
hospitals  have  been  forced  to  react  to  the 
new  competitive  pressure.  The  nonprofit 
hospitals  have  become  so  competitive 
and  entreprenurial,  in  fact,  that  it  has 
become  difficult  to  distinguish  between 
them  and  their  for-profit  competitors. 
The  increasingly  blurred  distinctions 
have  caught  the  attention  of  Congress, 
which  is  now  questioning  whether  the 
tax-exempt  status  of  the  voluntary 
hospitals  is  still  justified. 

Unfortunately,  while  competition  for 
paying  patients  has  intensified,  public 
safety  net  programs  and  providers  are 
being  stretched  beyond  the  breaking 
point.  No  one  wants  to  compete  for 
nonpaying  patients. 

After  seven  years  of  competition, 
many  problems  exist,  such  as  the  follow- 
ing: a growing  population  of  medically 
indigent,  uninsured  patients,  now  num- 
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bering  37  million;  overloaded  public 
hospital  systems;  an  increasing  ten- 
dency of  private  nonprofit  hospitals  to 
discourage  admission  of  uninsured 
patients;  inflation  in  the  cost  of  health 
care  that  continues  to  outpace  the  rest  of 
the  economy  a growing  trend  on  the  part 
of  private  nonprofit  hospitals  to  dis- 
continue costly  services,  such  as  trauma 
centers;  the  rise  of  “boutique  medicine” 
hospitals,  which  skim  the  most  profit- 
able patients  from  the  market;  and  the 
conflict  between  social  policy  and  the 
primacy  of  the  physician-patient 
relationship. 

Many  of  us  physicians  now  practicing 
share  Anderson’s  concern  that,  “Patient  care 
decisions  are  being  influenced  by  financial 
concerns  on  the  part  of  the  physician  and 
health  care  administrators  in  both  the  public 
and  private  sectors.” 

Bernadine  Z.  Paulshock,  M.D. 
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ARNOLD  H.  WILLIAMS,  M.D. 

Dr.  Arnold  H.  Williams,  a board  certified 
pediatrician  who  practiced  in  Laurel  for  50 
years,  died  November  12,  1987  of  congestive 
heart  failure. 

Dr.  Williams  graduated  from  Thomas 
Jefferson  University  in  1930,  and  began  prac- 
ticing in  Laurel  in  1937.  He  was  on  staff  at 
Milford  Memorial  Hospital  and  Nanticoke 
Memorial  Hospital,  and  served  with  the 
Edward  W.  Pyle  State  Service  Center  for 
many  years.  He  was  also  on  the  staff  of  the 
Sussex  County  Health  Unit. 

Dr.  Williams  was  a member  of  the  American 
Medical  Association,  the  Medical  Society  of 
Delaware,  Sussex  County  Medical  Society, 
and  the  American  Academy  of  Pediatrics. 
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1987  ANNUAL  MEETING  HIGHLIGHTS 


50  YEAR  PHYSICIANS 

At  the  House  of  Delegates  luncheon,  which  was  held  November  20, 1987  at 
the  Delaware  Academy  of  Medicine  Building,  tribute  was  paid  to  physicians 
who  graduated  from  medical  school  50  years  ago.  They  are: 

Norman  L.  Cannon,  M.D. 

Harry  A.  Carl,  M.D. 

Leslie  M.  Dobson,  M.D. 

Emerson  Y.  Gledhill,  M.D. 

Peter  J.  Olivere,  M.D. 

Evelyn  G.  Orton,  M.D. 

Elton  Resnick,  M.D. 

Karl  S.  Russell,  M.D. 

Philip  J.  Smith,  M.D. 

Johannes  M.  Spruenken,  M.D. 

DISTINGUISHED  SERVICE  AWARD 

The  1987  Distinguished  Service  Award  was  given  to  the  chairman  and 
members  of  the  Blue  Ribbon  Malpractice  Panel.  This  16  member  panel  met 
with  as  many  Delaware  physicians  as  possible  to  determine  the  severity  of 
the  malpractice  crisis  in  the  state,  and  to  obtain  as  many  ideas  as  possible 
on  how  to  solve  it.  The  Panel’s  report  was  published  in  the  July,  1987  issue  of 
the  Delaware  Medical  Journal.  The  members  of  the  panel  are: 

Ben  C.  Corballis,  M.D.,  Chairman 

Martin  Gibbs,  M.D. 

C.  Robert  Green,  Jr.,  M.D. 

William  A.  Newcomb,  M.D. 

Edward  F.  Becker,  M.D. 

Joseph  A.  Battaglia,  D.O. 

Garth  A.  Koniver,  M.D. 

Zakir  Hossain,  M.D. 

Stephen  R.  Permut,  M.D. 

James  B.  McClements,  M.D. 

Charles  Allen,  M.D. 

Arthur  Zimmerman,  M.D. 

James  P.  Marvel,  Jr.,  M.D. 

John  J.  DiBonaventure,  D.O. 

Francis  C.  Drury,  M.D. 

William  B.  Cooper,  M.D. 

PRESIDENT’S  AWARDS 

This  year.  Dr.  Coggins  presented  two  President’s  Awards.  The  first  was 
given  to  Jacqueline  S.  Alvarez,  wife  of  Daniel  A.  Alvarez,  M.D.  Mrs.  Alvarez, 
an  active  member  of  the  Medical  Society  of  Delaware  Auxiliary’s  Legislation 
Committee,  and  an  Auxiliary  representative  on  the  DELPAC  Board,  was 
honored  for  her  legislative  work,  and  for  her  unflagging  interest  and  efforts 
on  behalf  of  Delaware  physicians. 

The  second  award  was  presented  to  Dr.  Eugene  Coggins,  for  his  timely 
advice  and  lobbying  efforts  on  behalf  of  the  Medical  Society  of  Delaware’s 
stock  portfolio. 
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In  Black  and  White 


Dennis  R.  Witmer,  M.D.  Photographic  Editor 


The  December,  1986  issue  of  the  Delaware  Medical  Journal  was  on  display  at  the  15th 
International  Exhibition  of  Medical  Equipment,  Pharmaceutics  and  Laboratory  Equipment,  held  at 
the  Zagreb,  Yugoslavia  Fair  in  May,  1987.  Participants  from  25  countries  attended  the  Fair,  which 
among  its  exhibits  displayed  872  books  and  280  periodicals. 
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THE  PHILADELPHIA  HEART  INSTITUTE 


of  Presbyterian-University  of  Pennsylvania  Medical  Center 


CARDIOLOGY  UPDATE  . . . 

is  designed  for  the  Physician  and  provides  an  intensive  survey  of  the 
current  status  of  Clinical  Cardiology  . . . 

WEDNESDAY,  JANUARY  6,  1988 

MANAGEMENT  OF  PATIENTS  AFTER 
ACUTE  MYOCARDIAL  INFARCTION 

Moderator:  Bernard  L.  Segal,  M.D. 

Holter  monitoring  and  exercise  stress  studies 

- Michael  S.  Feldman,  M.D. 

Cardiac  rehabilitation  and  fitness 

- Garo  S.  Garibian,  M.D. 

Behavior  problems  and  employment 

- Paul  A.  Van  Ravenswaay,  M.D. 

Case  presentations  - Vanessa  Lucarella 
Panel  discussion  - David  Mishalove,  M.D., 
Rajendra  Seth,  M.D. 

• No  Registration  Fee 

• No  Advance  Registration  Required 

• CME  Credits* 

**Refreshments  Served  Following  Each  Session** 

Scheie  Eye  Institute  Auditorium 

Presbyterian-University  of  Pennsylvania 
Medical  Center 
39th  and  Market  Streets 
Philadelphia,  Pennsylvania 

Parking  Available  (at  discount  rate.) 

* The  I 'niversity  of  Pennsylvania  School  of  Medicine  is  accredited  by  the  Accreditation  Council  for 
('ont inning  Medical  Education  to  sponsor  continuing  education  for  physicians.  The  [University  of 
I’ennsylvania  Schoolof  Medicine  designates  this  continuing  medical  activity  for  2 credit  hours  per  session 
in  Category  I of  the  Physician’s  Recognition  Award  of  the  American  Medical  Association. 


3:00  - 3:20 

3:20  - 3:40 

3:40  - 4:00 

4:00  - 4:30 
4:30-5:00 
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COMMITTEES  OF  THE  MEDICAL 
SOCIETY  OF  DELAWARE  1988 


STANDING  COMMITTEES 

BUDGET 


Anthony  L.  Cucuzzella,  M.D.,  Chairman 


D.  A.  Alvarez,  M.D. 
J.  E.  Belgrade,  M.D. 
J.  L.  Chait,  M.D. 

P.  R.  Coggins,  M.D. 

B.  C.  Corballis,  M.D. 


R.  W.  Cox.  M.D. 

T.  E.  Dyer,  M.D. 

H.  M.  Freedman,  M.D 

A.  Z.  Hameli,  M.D. 


T.  C.  Scott,  D.O. 
T.  S.  Vates,  Jr.,  M.D. 


BYLAWS 

Dene  T.  Walters,  M.D.,  Chairman 
Henri  F.  Wendel,  M.D.,  Vice-Chairman 

R.  J.  Bishoff,  M.D.  W.  H.  Duncan,  M.D. 

J.  L.  Campbell,  M.D.  V.  G.  J.  Lobo,  Jr.,  D.O. 

N.  Taub,  M.D. 


JUDICIAL  COUNCIL 

I.  F.  Chavin,  M.D.  J.  B.  McClements,  M.D. 
C.  E.  Graybeal,  M.D.  E.  R.  Miller,  Jr.,  M.D. 

C.  L.  Minor,  M.D. 


MEDICAL  ECONOMICS 
Harry  M.  Freedman,  M.D.,  Chairman 


O.  S.  Allen,  II,  M.D. 
J.  A.  Arminio,  M.D. 
J.  Beebe,  Jr.,  M.D. 

S.  G.  Cooper,  M.D. 
G.  N.  Eriksen,  M.D. 


G.  A.  Koniver,  M.D. 

R.  L.  Meckelnburg,  M.D. 

B.  S.  Palekar,  M.D. 

D.  Scbetman,  M.D. 

M.  E.  Stillabower,  M.D. 


C.  R.  Green,  Jr.,  M.D. 
R.  E.  Heckman,  M.D. 
R.  N.  Hindin,  M.D. 


R.  R.  Strocko,  M.D. 

C.  W.  Wagner,  M.D. 
O.  S.  Weaver,  M.D. 


J.G.  Weisberg,  M.D. 
MEDICAL  LIABILITY  INSURANCE 


Ben  C.  Corballis,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.  Vice-Chairman 


R.  S.  Alexander,  M.D. 

R.  G.  Altschuler,  M.D. 

D.  A.  Alvarez,  M.D. 

J.  Beebe,  Jr.,  M.D. 

J.  E.  Belgrade,  M.D. 

T.  R.  Brooks,  M.D. 

J.  L.  Chait,  M.D. 

I.  F.  Chavin,  M.D. 

P.  R.  Coggins,  M.D. 

J.  J.  DiBonaventure,  D.O. 

B.  Diznoff,  M.D. 

S.  C.  Foote,  M.D. 

H.  M.  Freedman,  M.D. 

L.  M.  Garcia,  M.D. 

E.  Ger,  M.D. 

M.  Gibbs,  M.D. 

R.  M.  Goodman,  D.O. 
H.  Graff,  M.D. 

C.  E.  Graybeal,  M.D. 
C.  R.  Green,  Jr.,  M.D. 


O.  K.  Hamilton,  M.D. 

F.  G.  Hawkins,  M.D. 

S.  L.  Hershey,  M.D. 

Z.  Hossain,  M.D. 

J.  F.  Kestner,  Jr.,  M.D 
J.  I.  Komins,  M.D. 

A.  W.  Levy,  D.O. 

A.  M.  Malek,  M.D. 

J.  P.  Marvel,  Jr.,  M.D. 

O.  R.  Mediriilla,  M.D. 

P.  J.  Mette,  M.D. 

D.  A.  Nelson,  M.D. 

P.  B.  Panzer,  M.D. 

M.  D.  Perez,  M.D. 

S.  R.  Permut,  M.D. 

R.  B.  Rodrigue,  M.D. 
M.  A.  Thew,  M.D. 

F.  T.  Viloria,  M.D. 

H.  F.  Wendel,  M.D. 

J.  R.  Yanez,  M.D. 


A.  F.  Zimmerman,  M.D. 

INSURANCE  INDUSTRY 
EVALUATION  SUBCOMMITTEE 


Peter  R.  Coggins,  M.D.,  Co-Chairman 
Ben  C.  Corballis,  M.D.,  Co-Chairman 
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J.  J.  D.  Bonaventure,  D.O.  J.  P.  Marvel,  Jr.,  M.D. 

I.  F.  Chavin,  M.D.  H.  F.  Wendel,  M.D. 

M.  J.  Cosgrove,  M.D.  C.  R.  Green,  Jr.,  M.D. 

A.  F.  Zimmerman,  M.D. 

RISK  MANAGEMENT  SUBCOMMITTEE 
Ali  Z.  Hameli,  M.D.,  Chairman 

J.  J.  DiBonaventure,  D.O.  Z.  Hossain,  M.D. 

C.  E.  Graybeal,  M.D. 

TORT  LEGISLATION  SUBCOMMITTEE 

Martin  Gibbs,  M.D.,  Co-Chairman 
Stephen  R.  Permut,  M.D.,  Co-Chairman 

T.  R.  Brooks,  M.D.  H.  Graff,  M.D. 

A.  M.  Malek,  M.D. 


MEDICAL  REVIEW 

Anthony  L.  Cucuzzella,  M.D.,  Chairman 
Anis  Saliba,  M.D.,  Vice-Chairman 


R.  S.  Alexander,  M.D. 

A.  B.  Aranilla,  M.D. 

G.  K.  Berger,  M.D. 

B.  L.  Bolasny,  M.D. 

J.  L.  Campbell,  M.D. 

I.  F.  Chavin,  M.D. 

B.  W.  Culpepper,  M.D. 

F.  M.  Davis,  D.O. 

C.  A.  Depfer,  D.O. 

R.  L.  Domingo,  M.D. 

J.  J.  Egan,  M.D. 

E.  M.  Goldenberg,  M.D. 
R.  M.  Goodman,  D.O. 

C.  E.  Graybeal,  M.D. 

C.  R.  Green,  Jr.,  M.D. 


0.  K.  Hamilton,  M.D. 
R.  E.  Heckman,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 

A.  Lazarus,  M.D. 

R.  N.  Ligo,  M.D. 

P.  J.  Mette,  M.D. 

M.  Oz,  M.D. 

G.  R.  Pahnke,  M.D. 

Y.  A.  Patel,  M.D. 

H.  P.  Ting,  M.D. 

1.  M.  Tuzun,  M.D. 

E.  R.  Valdes,  Jr.,  M.D. 
T.  S.  Vates,  Jr.,  M.D. 


C.  H.  Wendel,  M.D. 
L.  W.  Whitney,  M.D. 
D.  R.  Witmer,  M.D. 


PEER  REVIEW  AND  PROFESSIONAL 
EVALUATION 

G.K.  Berger,  M.D.,  Chairman 


S.  W.  Bartoshesky,  M.D.E.  L.  Jiloca,  M.D. 


L.B.  Buckler,  M.D. 

S.  G.  Cooper,  M.D. 

R.  T.  D’Alonzo,  M.D, 
F.  M.  Davis,  D.O. 

C.  A.  Depfer,  D.O. 

R.  R.  Gordon,  M.D. 
F.  G.  Hawkins,  M.D. 

S.  L.  Hershey,  M.D. 


J.  F.  Kestner,  Jr.,  M.D. 
O.  J.  Martinez,  M.D. 

J.  J.  Palacio,  M.D. 

M.  D.,  Perez,  M.D. 

W.  A.  Rosenfeld,  M.D. 
F.  K.  Samsel,  M.D. 

J.  C.  Straughn,  M.D. 

L.  A.  Virgilio,  M.D. 


PROGRAM  COMMITTEE 


Stephen  S.  Grubbs,  M.D.,  Chairman 


V.  DelDuca,  Jr.,  M.D. 
S.  L.  Edell,  D.O. 

R.  F.  Gordon,  M.D. 

W.  D.  Johnson,  M.D. 

H.  J.  Keating,  HI,  M. 


V.  J.  Maximo,  M.D. 

R.  L.  Meckelnburg,  M.D. 
J.  H.  Newman,  M.D. 

R.  B.  Rodrigue,  M.D. 

W.  L.  Sprout,  M.D. 


F.  A.  Marro,  M.D.  H.  P.  Ting,  M.D. 

E.  W.  Martz,  M.D.  F.  T.  Viloria,  M.D. 

R.  L.  Wuertz,  M.D. 


PUBLIC  AND  PROFESSIONAL  EDUCATION 
E.  W.  Martz,  M.D.,  Co-Chairman 
J.  F.  Reamer,  M.D.,  Co-Chairman 


R.  Z.  Abdel-Misih,  M.D. 

D.  A.  Alvarez,  M.D. 

A.  A.  Amurao,  M.D. 

E.  Masten,  M.D. 

P.  J.  Mette,  M.D. 

Y.  A.  Patel,  M.D. 

B.  Z.  Paulshock,  M.D. 

S.  R.  Permut,  M.D. 

J.  F.  Reamer,  M.D. 

R.  B.  Rodrigue,  M.D. 

M.  Saberi,  M.D. 

M.  J.  Granada,  M.D. 

O.  K.  Hamilton,  M.D. 

R.  N.  Hinden,  M.D. 

J.  M.  Hofford,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 


K.  A.  Kim,  M.D. 

F.  A.  Marro,  M.D. 

B.  Aronoff,  M.D. 

J.  L.  Barriocanal,  M.D 
H.  Bolourchi,  M.D. 

P.  Chodoff,  M.D. 

E.  Craven,  M.D. 

W.  H.  Duncan,  M.D. 

S.  L.  Edell,  D.O. 

M.  J.  Gilani,  M.D. 

K.  A.  Sallee,  M.D. 

B.  F.  Smale,  M.D. 

F.  T.  Viloria,  M.D. 

D.  T.  Walters,  M.D. 

J.  S.  Wills,  M.D 

R.  Winkelmayer,  M.D. 


PUBLIC  LAWS 


Allston  J.  Morris,  M.D.,  Chairman 
Ali  Z.  Hameli,  M.D.,  Vice-Chairman 


R.  J.  Bishoff,  M.D. 

L.  B.  Buckler,  M.D. 

V.  T.  Davis,  M.D. 

R.  T.  D’Alonzo,  M.D. 

D.  Dickson-Witmer,  M.D 

C.  R.  Donoho,  Sr.,  M.D. 

W.  H.  Duncan,  M.D. 

J.  R.  Fox,  M.D. 

H.  Graff,  M.D. 

S.  S.  Grubbs,  M.D. 

R.  E.  Heckman,  M.D. 

S.  L.  Hershey,  M.D. 

E.  L.  Jiloca,  M.D. 

J.  I.  Komins,  M.D. 

J.  A.  Kuhn,  M.D. 


V.  G.  J.  Lobo,  D.O. 

H.  A.  Lovett,  Jr.,  M.D. 

0.  R.  Medinilla,  M.D. 

M.  A.  Motl,  M.D. 

,L.  J.  Olsen,  M.D. 

J.  A.  Pereira-Ogan,  M.D 

W.  A.  Rosenfeld,  M.D. 

P.  L.  Rothbart,  M.D. 

R.  R.  Strocko,  M.D. 

H.  H.  Stroud,  M.D. 

1.  T.  Szucs,  M.D. 

J.  R.  Temple,  M.D. 

S.  Walker,  M.D. 

N.  R.  Washburn,  M.D. 

O.  S.  Weaver,  M.D. 


PUBLICATION 

Bernadine  Z.  Paulshock,  M.D.,  Chairman 
E.  Wayne  Martz,  M.D.,  Vice-Chairman 

S.  H.  Franklin,  M.D.  R.  C.  Knowles,  M.D. 

H.  M.  Freedman,  M.D.  J.  P.  Marvel,  Jr.,  M.D. 
W.  J.  Holloway,  M.D.  J.  H.  Newman,  M.D. 

J.  F.  Kestner,  Jr.,  M.D.  P.  J.  Pegg,  M.D. 

J.  S.  Wills,  M.D. 


SPECIAL  COMMITTEES 

AGING 

Robert  G.  Altschuler,  M.D.,  Chairman 
Harold  J.  Laggner,  M.D.,  Vice-Chairman 
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M.  E.  Banez,  M.D. 

S.  W.  Bartoshesky,  M.' 
Ms.  E.  Cain 
R.  W.  Frelick,  M.D. 

J.  J.  Gallagher,  M.D. 
M.  J.,  Gilani,  M.D. 

V.  J.  Gilliam-Henderson,  M. 
A.  A.  Golden,  D.O. 

C.  A.  T 


S.  L.  Hershey,  M.D. 

J.  W.  Maroney,  M.D. 

W.  R.  Nottingham,  Jr.,  M.D. 
S.  R.  Permut,  M.D. 

W.  D.  Shellenberger,  M.D. 
R.  L.  Sherry,  M.D. 

1.0.  Sluzar,  M.D. 

J.  R.  Temple,  M.D. 
vani,  M.D. 


ALTERNATIVE  METHODS  OF  HEALTH  CARE 
DELIVERY  AND  HEALTH  PLANNING 

Anthony  L.  Cucuzzella,  M.D.,  Chairman 
Mahmood  Sadeghee,  M.D.,  Vice-Chairman 


J.  H.  Benge,  M.D. 

L.  J.  Centrella,  M.D. 

I.  F.  Chavin,  M.D. 

B.  C.  Corballis,  M.D. 

H.  G.  DeCherney,  M.D. 
W.  H.  Duncan,  M.D. 

S.  L.  Edell,  D.O. 

K.  L.  Esterly,  M.D. 

R.  W.  Frelick,  M.D. 

J.  J.  Giliberto,  D.O. 

C.  R.  Green,  Jr.,  M.D. 
B.  D.  Hamming,  M.D. 

D.  Howard,  M.D. 


N.  P.  Jones,  M.D. 

J.  F.  Kestner,  Jr.,  M.D. 
G.  A.  Koniver,  M.D. 

D.  A.  Levitsky,  M.D. 

M.  Liebesman,  M.D. 

P.  L.  Mitchell,  M.D. 

G.  M.  Owens,  M.D. 

S.  R.  Permut,  M.D. 

I.  J.  Tikellis,  M.D. 

C.  G.  Wagner,  M.D. 

J.  G.  Weisberg,  M.D. 

H.  F.  Wendel,  M.D. 

L.  W.  Whitney,  M.D. 


ANCILLARY  PROFESSIONALS 
Ignatius  J.  Tikellis,  M.D.,  Chairman 

CERTIFIED  NURSE  ANESTHETISTS 

Robert  E.  Heckman,  M.D.,  Chairman 

R.  E.  Erb,  M.D.  G.  L.  Henderson,  M.D. 

R.  N.  Hindin,  M.D. 


LICENSED  CLINICAL  SOCIAL  WORKERS 

V.  Terrell  Davis,  M.D.,  Chairman 

W.  H.  Duncan,  M.D.  H.  P.  Ting,  M.D. 

J.  G.  Weisberg,  M.D. 


NURSE  PRACTICE  ACT 


L.  B.  Buckler,  M.D.  B.  C.  Corballis,  M.D. 

J.  J.  Chabalko,  M.D.  L.  H.  Seltzer,  M.D. 

R.  R.  Strocko,  M.D. 


PODIATRISTS 

I.  Favel  Chavin,  M.D.,  Chairman 
C.  Terris,  M.D. 


CHARITABLE  SERVICES 
Peter  R.  Coggins,  M.D.,  Chairman 


D.  A.  Alvarez,  M.D. 

W.  H.  Duncan,  M.D. 

D.  G.  Durham,  M.D. 

L.  Edelsohn,  M.D. 

R.  B.  Flinn,  M.D. 

E.  Ger,  M.D. 

M.  W.  Goodman,  M.D. 
R.  D.  Harley,  M.D. 


P.  S.  Huang,  M.D. 

M.  Labrague,  M.D. 

J.  M.  Levinson,  M.D. 
E.  R.  Miller,  Jr.,  M.D. 
C.  L.  Minor,  M.D. 

M.  L.  Plaster,  M.D. 

E.  F.  Quinn,  HI,  M.D, 
R.  H.  Sherman,  M.D. 


L.  L.  Swanson 


CULTURAL  AND  HISTORICAL 
Robert  B.  Flinn,  M.D.,  Chairman 


B.  N.  Bautista,  M.D. 
H.  Graff,  M.D. 

C.  R.  Green,  Jr.,  M.D. 
H.  H.  Heym,  M.D. 

E.  R.  Miller,  Jr.,  M.D. 


A.  J.  Morris,  M.D. 

C.  P.  Mulveny,  M.D. 

B.  Z.  Paulshock,  M.D 

C.  Strahan,  Jr.,  M.D. 
H.  F.  Wendel,  M.D. 


ALFRED  I.  DU  PONT  INSTITUTE 
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TEUYOUR 
MTIENTS  THEIR 
CHOLESTEROL  HUMBER... 
BEFORE  THEY  ASK. 


Reducing  high  blood  cholesterol  reduces  the  risk  of  heart  disease.  That's  why  we're  telling  Americans— 
through  a national  public  service  advertising  campaign— to  know  their  cholesterol  number.  Your  patients 
may  soon  be  asking  you  for  their  number  and  what  it  means. 

And  when  they  do,  we  can  help.  The  National  Cholesterol  Education  Program,  administered  by  the 
National  Heart,  Lung,  and  Blood  Institute,  has  developed  adult  treatment  guidelines  to  help  you  identify 
high-risk  patients  and  use  the  appropriate  diet  and/or  drug  therapy  for  those  with  elevated  cholesterol  levels. 

Help  your  patients  reduce  their  risk  of  heart  disease.  For  a free  copy  of  the  Report  of  the  Expert  Panel 
on  Detection,  Evaluation,  and  Treatment  of  High  Blood  Cholesterol  in  Adults,  complete  the  form  below. 
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Address 

City State Zip 

Mail  to:  Cholesterol  Adult  Treatment  Guidelines 
National  Cholesterol  Education  Program 
National  Heart,  Lung,  and  Blood  Institute 
C-200-GA 

Bethesda,  MD  20892 

NATIONAL  CHOLESTEROL  EDUCATION  PROGRAM 

NAnONAL  HEARX  LUNG,  AND  BLOOD  INSHTUTE 

National  Institutes  of  Health  • Public  Health  Sen/ice  • US.  Department  of  Health  and  Human  Services 
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